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too litte... door than too late” spies, 1. D. in Handbook 


of Nutrition, Am. Med. Assn. 
One C. 8. TINA tablet B. D. supplies : 


Thiamine Mononitrate . . . . 30mg. 
Riboflavin (B,) « « 
Nicotinamide . « « Omg 
INDICATIONS : Rinuniien, intestinal tuberculosis, } 


ulcerative colitis, infectious diseases, haemorrhages, 
pre- and post-operative states, burns, schizophrenia etc. 
DOSAGE: 1 tablet twice daily. . 

SUPPLY: In strip of 20 and bottle of 100 tablets. 


The Calcutta Chem!ca) Co,Ltd. 


another step forward 
in the treatment of 
gastro-intestinal disorders 


INDICATIONS : 
COMPOSITION: Gastric & Duodental U'cers, ‘ 
Peptic Ulcer, Colics. Pyloros- 
Each GLYSITAL tablet contains: Gastraigia, Flatulence 
Aluminium Glycinate .. 195 mg. Acidity etc. 


Magnesium Trisilicate .. 130 mg. DOSAGE : 

Phenobarbitone «» 88mg. | to 2 tablets three times daily 

Sulphate .. 0.16 4 he, after food or as the physi- 
cian directs. 
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“ Precisely, Mr. Baxter... 


... that puts the matter in a nutshell. One can say that LENTE is the insulin of 
the moment . . . particularly for a new diabetic. The thing to remember, { 
gentlemen, is that LENTE seems to have it both ways, so to speak. It gives you 
a rapid initial response, yet the one injection will usually control the blood sugar level 
adequately for up to 24 hours. This, as you will find, is a great advantage to your patient. 
Any other questions ?” 


A B, LENTE 
INSULIN 


BRAND 


oint manufacturers’ & licencees ; 
ALLEN & HANBURYS LTD @ BRITISH DRUG HOUSES (INDIA) 
Incorporated in England : Limited Liability PRIVATE LIMITED 
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TABLETS 


CHEMISTRY & PHARMACOLOGY > 
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of 2 hydroxy-propane |:2:3 trycarboxylic 

acid containing the two radicals, iron and 

calcium bound in a single molecule, which readily 
dissociates in the stomach facilitating their easy 
assimilation. 


IROCAL tablets contain besides Irocal, Vitamins and 
the trace metals—molybdenum, cobalt, copper and 
manganese. IROCAL tablets produce rapid response 
and dramatic increase of haemoglobin and R.B.C. 
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DOSAGE : | to 2 tablets thrice daily. 
PACKINGS: Bottles of 50 and 100 tablets. 
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Indicated in the treatment of Chronic Bronchitis, Bronchial and 
Cardiac Asthma. 


ALKAVIT 
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Di-Sodium Hydrogen Citrate with Vitamin C. 
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Indicated tn : Eyes—conjunctivitis ; Blepharitis; Corneal ulcerations. 
_Bars—Ottorrhoea; Furunculosis ; Uleerations; etc. 


Manufactured by:— 


Alliance Trading Corporation Private Limited 


15 SWINHOE LANE @ KASBA @ CALCUTTA-42. 


‘ 
4, 
ae 
: 
Age . 7 
| 
ag 
« 
ae 
| 
| 
7 


Advertiser IX 


July 16, 1960 


brand of oxytetracycline 


Used by thousands 
of physicians, 
in millions of cases 


Widely recognised 
as the most dependable, 
most satisfactory 
broad-spectrum antibiotic 


Effective in: 


Respiratory Tract Infections 

Digestive Tract Infections 
Genitourinary Tract Infections 
Deep-seated and Systemic Infections 
Infections of the bones, joints, soft 
tissues, and the skin 

Eye and Ear Infections 
Generalised Infections 


To meet all needs, Terramycin is 
supplied in a wide variety of dosage forms. 


PFIZER EASTERN CORPORATION 
New York, Panama & Brussels 


Excivsive Oistributors in india: 


DUMEX PRIVATE LIMITED 


P. O. Box 667, Bombay | 
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NOW! 


A NEW 
ANTIDIABETIC 
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ACTION 


DIABINESE’ 


brand of chlorpropamide 


. Forsham P. H., et al: Annals of 


the New York Academy of Sci., 
Vol. 74, P. 672, (March 30), 1959 


. Granville-Grossman K. L., et al: 


Brit. M. J. 2:841 Oct. 31, 1959 
. Johnson P. C. et al: Annals of 
the New York Acad. of Sci., 
Vol. 74, P. 469, (March 30), 1959 
. West K.M., et al: Annals of the 
New York Acad. of Sci., Vol. 74, 
P. 472, (March 30), 1959 

. Greenhouse B.: Annals of the 
New York Acad. of Sci., Vol. 74, 
P. 643, (March 30), 1959 


* Trademark of Chas. Pfizer & Co., Inc. 


effective in 


a single daily dose!*? 


For the most common type of diabetes, 
DIABINESE offers balanced control with 
one small daily dose. DIABINESE is 
rapidly absorbed in the blood stream ... 
is not deactivated in the liver ... remains 
active in body fluids ... and ensures a 
significantly prolonged action.>* 


DIABINESE replaces insulin in many 
patients and is _ well tolerated on 
recommended dosage. Infrequent side 
effects are usually transitory and mild in 


nature and are readily controlled. ° 


Efizer 


Science for the World's Well-Being 


PFIZER EASTERN CORPORATION 
New York, Panama & Brussels 


Exclusive Distributors in India: 
DUMEX PRIVATE LIMITEO 


P. O. Box 667, Bombay 1 
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‘CHRONIC AN 


Results from hundreds 
of cases in the last 
two years provide 

conclusive evidence that 
ENTAMIDE is the 
most successful 
treatment for 


Chronic Amoebiasis 
available at the 
present time, with a 


cure-rate of 80°; 


NON-TOXIC 


CONVENIENT —SPECIFIC IN ACTION 


INEXPENSIVE | 


4x0.5 G. tablets per day for 10 days usually effects a cure. 
Entamide is available as 0.5 G. tablets in bottles of 20. 


4 
4s 

: 
5 

AN 

Ni 
a 

i 
F BOOTS PURE DRUG CO. (INDIA) PRIVATE LTO., 17, NICOL ROAD, BOMBAY-1. 
a 
| 2 


J. M. A. Advertiser 


Bronchitis or Asthma ? 

Regular administration of Franol throughout the year will usually keep 
the chronic bronchitic patient free from acute attacks. 

In bronchial asthma Franol is well known as a valuable prophylactic. , 
Both the number and severity of attacks are reduced and the patient’s 
continual fear that an attack may occur at any moment is allayed 

and his confidence restored. | 

Franol, which is a combination of a bronchodilator, an antispasmodic 

and a sedative, is well tolerated by both adults and children. 


Medical literature is available on request. Tablets 
Ephedrine sulphate B.P.C. 12 mg. 
Theophylline B.P. 130 mg. 
Phenobarbitone B.P. 8 mg. 


F r anol relieves bronchospasm 
Reg. Trade Mark x 
WINTHROP PRODUCTS INC. & 


Exclusive Distributors - DEY’S MEDICAL STORES PRIVATE LTD. 
CALCUTTA, BOMBAY, DELHI, MADRAS, PATNA, GAUMATI, CUTTACK 
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Atarax 
Available 


S 


forms 
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atarax 


The first original 
Tranquillizer 
for 


55 


UNI-U.C.B. (INDIA) PRIVATE LTD. 
22. BHULABHA! DESAI ROAD, BOMBAY 26. 


atarax 


Brand of Hydroxyzine Hydrochloride 


Non-habit forming 
Safe 
Economical 
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the accepted 
treatment for inflam- 


HYOROCORTISON 
ACTO-CALA 


Cortoderma 


risk of sensitisation attributed to some vehicles. (Practitioner, 1955, 175, 575) 


CORTODERMA is available in 10 gramme tubes containing either 0.5% 
or 1.0% hydrocortisone acetate in a cream base of Lacto-Calamine. 


the well-known 
topical application 
soothing, protective 


THE CROOKES LABORATORIES LIMITED (incorporaced in England; The Liabilicy of Members is Limited) Court House, Carnac Road, Bombay 2. 


PHILIPS 


BIOSOLS 


TRA-VIOLET RAY APPARATUS @ Efficient filtering 
of unwanted U.V. rays 


@ Easy positioning and 
angulation 


for Prophylactic, 
Therapeutic and 


@ Streamlined appearance 
@ Exclusive Philips Service 


Ask for literature from 
PHILIPS INDIA LIMITED 

7 Justice Chandra Madhab Road 
Calcutta-20 


Bombay, New Delhi, Madras, Patna, Lucknow, Kanpur, Bangalore 
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In chronic 
bronchial asthma 
and 

emphysema 


CHOLEDYL’ 


| increases vital breathing 
capacity 


provides a degree of effectiveness that cannot be 

obtained from aminophylline 

increases cardiac output 

stimulates the respiratory centre 

vents bronchospasm without central nervous 

LITERATURE 

helps relieve the interstitial adema TION 

is well tolerated ON APPLICA 

maintains efficacy during prolonged administration 
Choledy! is available in tabiets containing 100 mg. and 200 mg choline 
theophyllinate B.P.C. and is supplied in bottles of 100 tablets. 

Manufactured in India by: ALLEN & HANBURYS LTD. BOMBAY 1! 


*under licence from WARNER -LAMBERT PHARMACEUTICAL COMPANY, 
NEW JERSEY, U.S.A.. owners of the trade mari and patents. Patents granted: 
india 50,707: U.of S. Africa 22,325: U. K.736,443. 
58/100/H/IND 


¢ 


if 
= 
SSE 
— 
= 
4 
| 
eee: 
33333 
A 
> 
oe before CHOLEDYL i : after CHOLEDYL 
aerosol therapy : 
" 
| 


evi J. 1. M. A. Advertiser 


the broad-spectrum antibiofic of widest clinical use 


AMBRAMYCI 


tetracycline 


capsules 
syrup 
intramuscular 
Ointment 


Sole Distributors 
RANBAXY & COMPANY PRIVATE LTD. 


P.O. Box No. 104, New Dethi 


for dysenteries 
and 
infective diarrhoeas. 


Each tablet contains: 
Phthaly! 
Sulphacetamide N.F. @5 G. 
Di-iodohydroxyquinoline 

B.P. 0.17G. 

lodochlorhydroxyquin U.S.P. 80 mg. 
Total alkaloids lladona 
calculated as Hyoscyamine 0.05 mg. 


“Elphin House™ 
Prabhadevi Road, Bombay 28 
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To restore 
full vigour... 


DECAPLEX FORTE 


Haematinic Liver Capsules 
with Vitamin C 

A new variety with added 
quantities of vitamin By. and 
folic acid for a rapid résponse 
in acute nutritional anaemias. 
2-3 capsules a day will increas 


the haemoglobin content by 
about 10% per week. 


Bottles of 30 and 100) capsules. 
Tin of 500 capsules. 


aD A product of 
TEDDINGTON CHEMICAL FACTORY 
Private Limited 

Suréen Road, Andheri, Bombay 


Sole Distributors : 


RALLIS INDIA LIMITED, 
PHARMACEUTICAL DIVISION 
P.O. Box 229, Bombay | 
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| PowDERED 


A spray dried full cream milk 

modified so that on reconstitution with 
water it closely resembles human 

milk in percentage composition. Fortified 
by the addition of Vitamins A and D 

and organic iron, entirely free of pathogens 
and of excellent digestibility. 


NESTLE’S PRODUCTS (INDIA) LTD. 


P.O. BOX 396, CALCUTTA, P.O. BOX 315, BOMBAY, P.O. BOX 180. MADRAS 
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illicorten 


Trade Mark 


the most potent corticosteroid 


times more potent 
than prednisolone 


times more potent 
than triamcinolone 
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CALMS NERVES 


©, “*Anacin’ is a non-toxic and clinically dependable analgesic 
1. and antipyretic combining Quinine, Phenacetin, Caffeine 
and Acetylsalicylic Acid ~ provide powerful synergistic 
action against pain, nervous tension, depression and fever- 
ishness. A single dose of 2 tablets will achieve a prolonged 
period of analgesia and impart a sense of well-being. 


3 out of 4 doctors 
recommend the 


gr. Acetylsalicylic Acid 3 sr. 
Made in India by: 
GEOFFREY MANNERS & CO. PRIVATE LTD. 
Magnet House, Dougall Road, Bombay |. 


For the Proprietors: WHITEHALL LABORATORIES, NEW YORK, N.Y., U.S.A. 
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In bacillary dysentery 
and gastro-enteritis 


Streptomycin 
Tablets ‘Glaxo’ 


QUICKEST SAFEST 
ECONOMICAL 


Each tablet contains the equivalent of 200 mg. 
streptomycin base. 
In foil packs of 20. 


Comycin Syrup 
for infants and children 
Comycin Syrup containing equal parts of streptomycin and 
dihydrostreptomycin is more suitable. It is palatable and 
“readily accepted by the child. Comycin Syrup exerts an 
entirely local bactericidal action in the gut and can be safely 
given to the dehydrated child. 


Bottles of 60 mi. 


GLAXO LABORATORIES (INDIA) PRIVATE LTD, Bombay «+ Calcutta Madras New Delhi 
, Srinoger Gavhati «+ Vijoyowode 


ie July 16, 1960 J. 1, M. A. Advertiser xxi 
| | 
4 
> 
P 
- 
4 


J. 1. M, A, Advertiser Vol. 35, No. 3 


in pregnancy 


PYRIMESIN 


makes the mornings carefree and gay 


@ EAST INDIA PHARMACEUTICAL WORKS LTD, CALCUTTA-26 
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ORIGINAL ARTICLES 


CLINICAL EXPERIENCE WITH CHLORPROPAMIDE IN AMBULATORY DIABETES : 
A PRELIMINARY NOTE 


S. K. MUKHERJEE, ».sc., 


U. N. DE, anpj B. MUKERJI, p.sc. F.N.1. 
[Wrrn tHe Assistance or M. A. Har anp H. M. 


INTRODUCTION 


As a part of a study programme of screening of 
different oral antidiabetic compounds, clinical trial 
of chlorpropamide was undertaken in the Diabetes 
Clinic of our Institute (C.D.R.I.). 1-propyl-3- 
(p-chlorobenzene sulfonyl) urea more commonly 
known as chlorpropamide is another member in 
the well known series of hypoglycaemic sulfonyl- 
ureas. Effective hypoglycaemic nature of this 
compound in experimental and clinical investiga- 
tions has been confirmed from different laboratories 
(Schneider et al, 1959; West and McCampbell, 
1959 ; Root, Sigal and Anderson, 1959 ; Tornow 
et al, 1959; Craig et al, 1959). The antidiabetic 
nature of chlorpropamide and its usefulness in the 
treatment of clinical diabetes mellitus have been 
established in several communications (Granville- 
Grossman ef al, 1959; Handelsman ef al, 1959; 
Greenhouse, 1959 ; Hadley et al, 1959 ; Heinsen, 
1959 ; and Beaser, 1959). 

Chlorpropamide is qualitatively similar to other 
sulfonylureas but quantitatively it is more potent 
than others. It is long-acting and more powerful 
than tolbutamide and twice as powerful as carbuta- 
mide (Schneider et al, 1959 ; Root et al, 1959). It 
can, therefore, be conceived that chlorpropamide 
might be of more value than other sulfonylureas in 
the treatment of diabetes mellitus, but for the fact 
that large doses of chlorpropamide have produced 


Central Drug Research Institute, Lucknow 


side effects and toxicity, including hepatic damage 
with clinical jaundice (Hamf et al, 1959 and other 
workers). 

In view of the above findings, we investigated 
the suitability of the clinical use of chlorpropamide 
by a study of its toxicity and anti-diabetic pro- 
perties. 

MATERIALS AND Metuons 


No preference was shown in selection of cases 
for clinical trial of chlorpropamide, and patients 
of all age groups suffering from different degrees 
of diabetes were included. Detailed clinical history 
of each case was taken down. This was followed 
by clinical investigations including screening of 
chest, or skiagram, ophthalmoscopic examination 
and determination of B.P., etc. In each case, a 
24-hour specimen of urine was examined for deter- 
mination of urine sugar and a fasting sample of 
blood was examined for finding out its glucose 
content. 

Subsequently diabetic patients, free from 
pulmonary infections and tripathies (neuropathy, 
nephropathy and retinopathy), were trained to 
follow up a prescribed course of diet* followed 
in this clinic, and calculated on the basis of true 
ca 
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1—SHOWING THE Fina Errect or CHLORPROPAMIDE MEDICATION FOR 6 WEEKS 
IN 12 AMBULATORY CASES OF DIABETES 


Pasting Mood 
weight from calcu- "ee. per 100 cc. 


Urine onger 
in g. 


1 85 -% 480 
2 1145 -3 260 
3 186 +48 195 
4 129 +5 100 
5 152 +24 200 
6 145 +10 295 
7 153 +13 230 
8 132 -10 205 
9 100 —18 310 
10 119-5 - 5 230 
il 78 —40 230 
12 146 +7 190 


350 33 40 Poor nil 
160 18 1-0 Fair nil 
120 nil nil Good nil 
110 4 Traces Good Urticaria 
140 2 0-7 Fair nil 
100 4 nil Good nil 
115 1-2 nil Good nil 
110 2 Traces Good nil 
200 4 2 Poor Urticaria ~ 
150 —_ nil Fair nil 
255 12 4 Poor nil 

110 0-7 nil Good Headache 


TasLes 2—SHOWING AN ANALYSIS OF NUTRITION, 


Onset, Duration aNp NaTURE OF PREVIOUS TREATMENT 
In 12 Cases 


Age on onset Duration of diabetes 


calorie requirementt, for a period of two to four 
weeks. Allowance was, however, made in calorie 
requirement on the basis of the nature of their 
occupation. At the end of this period the fasting 
blood sugar was again determined. Patients hav- 
ing a persistent fasting blood sugar above 0°180 
mg./per cent (except one case) were finally 
selected for screening of chlorpropamide. 

Prior to the administration of the drug, glucose 
tolerance test using 50 g. of glucose, including 
peripheral arteriovenous difference of glucose, was 
determined in most cases. Subsequent to these 
investigations chlorpropamide was administered in 
the following dosage: 1°5 to 2 g. on Ist day, 1°5 g. 
on 2nd day, 1°5 to 1 g. om 3rd day, and | g. daily 
subsequently for 7 days. After a trial period of 
10 days with this drug the fasting blood sugar was 
measured and the amount of sugar in the 24 hours’ 
sample of urine was determined. The drug was 
continued in all cases, with a maintenance dose of 
1 to 0°5 g. for a further period of 6 weeks. 

At the end of this period glucose tolerance test 
(8 cases) and arteriovenous difference of glucose in 


+ True calorie requirement was determined from 
height, dee of Boothby and 
Sandifords Nomogram. 


the periphery (2 cases) were re-examined and 
haemogram was studied whenever possible. The 
patients were further instructed to contact the 
clinic immediately in case of any side-effects or 
toxic manifestations like gastro-intestinal symp- 
toms, giddiness or vertigo and cutaneous eruptions. 

In all the cases, blood sugar was determined by 
Folin and Wu’s method (1920). 


RESULTS AND DISCUSSION 


It is evident from Table 1 that chlorpropamide 
is an effective anti-diabetic sulfonylurea. It has 
brought under control in 9 cases (out of 12) of 
diabetes mellitus of different degrees of severity. 
In 6 cases out of 9, the degree of control effected 
can be considered to be good§. In the rest (3 
cases) a fair degree of control of diabetes has been 
effected. Only 3 cases in this series can be regarded 
as clinical failure. These three cases (Cases 1, 


{| The degree of control has been worked out on the 
following basis : 
Good—fasting blood sugar less than 150 per cent; 
sugar in 24 hours’ urine nil. 
Fair—fasting blood sugar 0-150—0-180 per cent with 
sugar in urine less than 1 per cent. 
Poor—fasting blood sugar more than 180 per cent with 
more than 1 per cent sugar in urine. 
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CHLORPROPAMIDE IN AMBULATORY DIABETES—MUKHERIEE &T AL St 


9 and 11) clinically belong to underweight group make further correlation of clinical failure and 
and appear to be of insulin deficient type of clinical response, with age of onset, duration of 
diabetes (Tables 1 and 2). We are unable to diabetes and previous history of treatment, as the 
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data which are at our disposal do not permit us to 
do so. It should, however, be mentioned that 
diabetes had recurred in all the cases on disconti- 
nuation of the drug, except in Case 6, who has 
been maintaining a good degree of control, al- 
though medication has been stopped for a period of 
4 months. 

From the histogram of two cases, it appears that 
practically no improvement in the peripherial utili- 
sation of glucose has taken place following chlor- 
propamide therapy in Cases 10 and 12, although 
the blood sugar values at each phase has been 
lowered. Fig. 1 clearly indicates that chlorpropa- 
mide treatment did not alter ‘the mature of the 
glucose tolerance curve, except' lowering the peak 
values. Cases 4 and 6 apparently showed a normal 
tolerance for glucose following chlorpropamide 
treatment. On further following up of the cases 
frank diabetes was evidenced in Case 4. The 
patient was refractory to other sulfonylureas and 
could be controlled with insulin only. Case 6 ap- 
pears to be very interesting as the patient has been 
maintaining normal blood sugar level after with- 
drawal of the drug for a period of 4 months. 


A few side-effects were observed (Tabie 1) in 
some of the diabetics treated with chlorpropamide, 
and with the prescribed dosage the reactions were 
never severe enough to demand withdrawal of the 
drug. We have not come across any suggestive 
changes in the blood picture, particularly in the 
platelet and the granulocytes. It must be confessed 
that with the limited amount of data at our disposal, 
we cannot comment any further on the toxicity of 
the drug. There are no clinical evidences to 
suggest that there has been liver disorder at any‘ 
stage due to the administration of the drug. This 
indicates that our findings, more or less corro- 
borate those of other investigators (Granville- 
Grossman et al, 1959; Handelsman et al, 1959 ; 
Greenhouse, 1959; Hadley et al, 1959 ; Heinsen, 
1959 ; Beaser, 1959). Although no liver derange- 
ment has been noticed, we are not sure at the 
moment as to the probable role of chlorpropamide 
as a hepatotoxic agent as found by Hamf ef al 
(1959). Walker (1958) had observed that apart 
from some side-effects like nausea, anorexia, 
vomiting and vertigo, the leucocyte count had 
diminished in half of his cases. We did not 
encounter such a phenomenon. Usually | ¢g. of 
carbutamide and tolbutamide was necessary to 
control an average diabetic in our previous 
series (Mukherjee et al, 1957 and 1959), whereas 
a similar case can be controlled with 0'5 g. 
of chlorpropamide. We are, therefore, in agree- 
ment with Schneider ef al and Root et al 
that chlorpropamide is more potent than carbuta- 


mide or tolbutamide so far as the hypoglycaemic 
property is in question. 


SuMMARY 


A preliminary report on the screening of 
chlorpropamide in a series of 12 cases has been 
presented. It has been observed that chlorpropa- 
mide is a potent hypoglycaemic agent of consider- 
able clinical value. A few side effects were observ- 
ed. Although available data are not adequate 
enough to comment further, yet it can be suggest- 
ed that chlorpropamide may not be of much value 
in the ‘thin type’ of insulin deficient diabetics, and 
that it can exert good control on average diabetic 
patients when used in dosage smaller than that of 
carbutamide and tolbutamide. 


ACKNOWLEDGMENT 


Thanks are due to Messrs. Albert David Ltd., Calcutta 
for supply of chlorpropamide used in this trial. Thanks 
are also due to Mr. S. Banerji for preparing the histo- 
gram and graph. 


REFERENCES 


Best, C. H.—Ann, N. Y. Acad. Sc., 74: 1024, 1959. 
Braser, S.—Ibid, 74: 1959. 


Craic, J. W., Max Mus, F. D. axp NICKERSON, 
- N.—Ibid, 74: 618, 1959. 


GRANVILIE-GROssMan, K. L., CRAWFURD, S., CROWLEY, 
M. F. anp Bioom, ARNOLD—Brit. M. J., 2: 841, 1959. 


Foun, O, anp Wu, H.—j. Biol. Chem., 41: 367, 1920. 
Greennouse, B.—Ann. N. Y. Acad. Sc., 74: 643, 1959. 


HANDsL_sMAN, M. B., Levitt, L. anp Catasrerta, M. F.— 
Ibid, 74: 632, 1959. 


Hapiry, W. B., KaacHADURIAN, A. AND A.— 
Ibid, 74: 621, 1959. 


Hernsen, H. A.—Ibid, 74: 709, 1959. 

lL. H., Ferris, H. A., Evans, E. C. anp Wurrs- 
MAN, H. W.—Ibid, 74: 820, 1959. 

Mukuerges, S. K., De, U. N. anp Mukerji, B.—j. Indian 
M. A., 28: 466, 1957. 

Idem—Ibid, 32: 474, 1959. 

Root, M. A., Smncat, M. V. anp AnDerson, R. C.— 
Diabetes, &: 7, 1959. 

Scunerper, J. A., E. D., Jascer, D. anp Deta- 
HuNT, C.—Ann. N. Y. Acad. Sc., 74: 427, 1959. 
Tornow, A. M., A. E., Greenserc, P. Laevy, 

C. M.—Diabetes, 8: 1, 1959. 
West, K. M. anp McCampsent, S. R.—Ann. N. Y. Acad. 
Sc., 74: 473, 1959. 
WALKER, J.—Proc. of IlIrd Congress Internat. Diabetes 
Federation, Dusseldorf, 1958, p. 123. _ 


. 
ad 
ag 
2 
q 
i 
= 
; 
jem 
ay 
‘ 
4 
ae 
4) 
if 
4 
4 
at 


SERUM GLUTAMIC OXALACETIC TRANS- 
AMINASE IN ACUTE MYOCARDIAL 
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Human serum contains several enzymes con- 
nected with the process of transamination. Per- 
haps the most important and extensively studied 
of these enzymes is the serum glutamic oxalacetic 
transaminase (S.G.0O.T.) LaDue, Wroblewski 
and Karmen (1954) demonstrated that there is 
considerable rise in this enzyme after myocardial 
infarction. A large number of studies has indi- 
cated the diagnostic value of this laboratory in- 
vestigation in a number of clinical conditions, e.g., 
myocardial damage, hepatocellular necrosis, myo- 
sitis, rheumatic carditis and any process associated 
with active damage to skeletal or cardiac muscle 
(Molander, Wroblewski and LaDue, 1955 ; LaDue 
and Wroblewski, 1956 a, 1956 b). 

S.G.0.T. values in a number of cases of myo- 
cardial infarction and hepatitis, determined by the 
colorimetric method (Cabaud et al, 1956) are re- 
ported in this paper. The striking advantage of 
this method over other methods of estimation of 
S.G.0.T. is that only a simple photometer is re- 
quired and no additional enzymes have been added. 
Dubach (1957 a, b and c) adopted this method, 
and in his 1100 determinations of S.G.O.T. he 
found accurate and consistent results. 


MATERIAL AND Meruops 


Observations were made upon 15 cases of car- 
diac infarction (Table 1), 16 cases of hepatitis 
(Table 2) and 8 cases of amoebic hepatitis (Table 
3). Specimen of venous blood was collected. The 
colours of the dinitrophenyl hydrazone of oxalace- 
tic acid were matched in Unicam S.P. 500 Spectro- 
photometer at 520 ma. 

Estimation of normal level of $.G.0.T. was 
done in normal adults giving a range of 6-36 units 
with a mean of 16°5+4°47. 

The cases of cardiac infarction were diagnosed 
clinically and confirmed with the help of E.C.G. 
The lowest value of S.G.0.T. recorded was 42 
units/ml. of serum and the highest 320 units/ml. 
of serum, i.e., much higher than the normal value. 


Taste §.G.0.T. 15 Cases OF 
MYOCARDIAL INFARCTION 


oO bs er ved §&.G. O. T. 2 al ue 
Case No. ~ 


Time after onset a 


Unite /mi. of infarction 


16 hrs. 
16 


Higher levels of S.G.0.T. after myocardial infarc- 
tion in 90-98 per cent of cases have been reported 
by Reinhold (1957). The highest value recorded 
may be 20-fold increase above the normal level. 
Comparable increase does not occur in cases of 
myocardial ischaemia without infarction or in pul- 
monary infarction. 

Myocardial infarction is usually diagnosed with 
the help of E.C.G. Estimation of §8.G.0.T. is an 
additional tool in confirming the diagnosis. The 
chemical method of estimation of $.G.0.T. in 
serum is easy, cheap, and reliable, and can be done 
in any laboratory which is reasonably well equip- 
ped. In differential diagnosis of angina and myo- 
cardial infarction, serum §.G.0.T. is of consider- 
able help, because in cases of angina there will be 
no rise in serum $.G.0.T. values. 

S.G.0.T. values in 16 cases of infective hepati- 
tis are given in Table 2. 

In all cases of acute infective hepatitis admitted 
to the hospital, $.G.O.T. estimation was done at 
an interval of 24 hours. Patients having 8.G.O.T. 
level higher than 180 units died. The six cases 
(No. 7-12 in Table 2) passed into acute hepatic 
failure and high S.G.O.T. levels were recorded. It 
is inferred that the greater the damage to the liver 
cells, the higher is the S.G.0O.T. level. Similar 
observations have been made by Davies and Wilkin- 
son (1958) and Madsen, Bang and Inverson (1958). 

In a further series of experiments $.G.0.T. 
estimations were undertaken in 8 cases of amoebic 
hepatitis. The patients were diagnosed 4s amoebic 
hepatitis by clinical signs as well as by aspiration 
of pus from the abscess cavity. The results are 
presented in Table 3. 
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Taste 2—SHOWING PLASMA BILIRUBIN AND §.G.O.T. 


z 
ES 


3—Suowine S.G.O.T. 8 CasES oF 
Amogsic Hepatitis 


Case No. SI.G.0.T. (units /ml.) Result 
i 38 Survived 
2 40 ” 
3 48 ” 
4 84 ” 
5 64 ” 
6 88 ” 
7 70 ns 
8 Yo 


All the 8 cases studied showed rise in $.G.O.T. 
values. Cases 1, 2 and 3 developed abscess 
of the liver, shown by aspiration of large amounts 
of anchovy sauce pus. It was observed that the 
other 5 cases of amoebic infection who had not 
developed signs of abscess formation showed 
greater rise in the S.G.O.T. activity than the 3 
cases who had developed abscesses. 


SuMMARY AND CONCLUSIONS 


1. Serum glutamic oxalacetic transaminase 
(S.G.O.T.) has been estimated in 15 cases of car- 
diac infaretion, 16 cases of infective hepatitis and 
8 cases of amoebic hepatitis. 

2. The results show that in all cases of 
myocardial infarction there is an increase in 
S.G.0.T. levels. It has also been seen that 
S.G.O.T. levels are elevated in diseases of the liver 
where there is parenchymal involvement. Increase 
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in $.G.0.T. levels suggests a bad prognostic signi- 
ficance both in cardiac infarction and hepatitis. 
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INTRODUCTION 


Even today, in the days of chemotherapy and 
antibiotics, there is no specific drug against the 
virus of infective hepatitis. This does not warrant 
a nihilistic attitude towards its treatment as much 
has been learnt which can provide complete 
recovery in the minimal possible period. The 
natural history of the disease varies according to its 
clinical types which range from slight malaise 
with no overt jaundice to the very severe variety 
culminating in hepatic coma. The treatment 
detailed below applies mostly to the commonly 


_tecognised clinical form of the disease. There are 


no definite clinical differences between serum and 
infective hepatitis ; for the distinction is based on 
the history of contact, or injections, or on a study 
of the method of spread in an epidemic. The treat- 
ment for both forms of hepatitis is practically the 
same. 
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PREVENTION 


Owing to the lack of recognition of virus 
carriers, diverse methods of transmission, anicteric 
type of the disease, and the resistance of viruses to 
destruction, prevention of this disease becomes 
rather a difficult problem. 

Infective hepatitis is usually spread by faecal 
contamination of food and water. The blood of 
patients suffering from this disease is also infec- 
tious. Hence, proper precautions must be taken to 
prevent dissemination from this source. Good 
sanitation, proper disposal of faeces and blood of 
patients, and simultaneous control of insect vectors 
are to be ensured. Exercise of adequate care does 
not mean strict segregation of the patient from 
close contact with members of the family. Blood 
products, or unsterilised parenteral inoculations 
are the main source of serum hepatitis. They 
must, therefore, be avoided in order to prevent 
serum hepatitis. 

Intramuscular injection of normal human serum 
y-globulin, when administered after exposure or 
upto six days before the onset of symptoms, can 
prevent infective hepatitis virus infections. The 
dose is 0°02 ml. per Kg. of body weight. But it 
will not protect against serum hepatitis virus 
infections. 


Rest 


Activity increases general bodily metabolic pro- 
cesses, which again increase the work-load on the 
liver. A diseased liver needs rest, as any other 
diseased organ would. Hence, bed rest has been 
enjoined in the treatment of infective hepatitis. It 
has been noted that the longer the interval between 
the appearance of the first symptom and the insti- 
tution of treatment, the more prolonged is the 
course of the disease. Nevertheless, the question 
of bed rest in the treatment of infective hepatitis 
is still the centre of controversy. Some workers 
had been unable to find that unrestricted physical 
exertion allowed to patients, discharged with the 
minimal residual abnormalities, resulted in an 
increased incidence of late residuum that what was 
found in a comparable group discharged as ‘cured’. 
The author has observed that if physical exertion 
is condoned too early in convalescence, it 
may precipitate relapse. Clinicians are in agree- 
ment that it is desirable to maintain bed rest 
during the acute phase of the illness. It would 
seem wise to continue rest in bed until convales- 
cence is fully established, and until overt icterus 
has cleared. When the serum bilirubin has fallen 
below 3 mg. per cent and the other liver function 
tests are approaching towards normal values, a 
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cautious check on mild physical activity may be 
warranted ; and, if liver function tests continue 
their improvement, this programme of ambulation 
may be slowly advanced. But if clinical and/or 
laboratory evidence of recrudescence appears, the 
patient must return to bed. When the patient has 
a good appetite, no jaundice, with liver which is 
not enlarged or tender, serum bilirubin below 1°'5 
mg. per cent, liver function tests negative or only 
weakly positive, he may be discharged from the 
hospital with advice to increase his activity gradu- 
ally. It would be wise to check the patient every 
3 to 4 months for about one year. 


Diet 

Till recently, a diet high in calories containing 
large amounts of protein and carbohydrate but low 
in fat has been advocated. Most observers agree 
that a high protein diet is beneficial. The protein 
intake should be as high as possible, but considera- 
tion must be given to the appetite of the patient. 
Too much protein should not be forced upon the 
patient when his appetite is poor. 100 to 150 g. of 
protein per day for an adult can be considered as 
the optimum, This should include protein of both 
vegetable and animal sources. Fat is to be given 
in moderate amounts and should be neither res- 
tricted nor forced upon. It should consist of about 
100 g. a day for an adult patient. Carbohydrate 
should be between 300 to 500 g. aday. The total 
daily calorie intake should be in the neighbourhood 
of 3000 to 3500 calories for an average adult. The 
diet prescribed for the patient should be well- 
balanced, palatable, nutritious and readily diges- 
tible. If vomiting is a difficult problem, intra- 
venous feedings may be necessary. But intravenous 
feeding is beset with difficulty of providing suffi- 
cient calories in a reasonable volume of fluid. 
Hence it would be advisable to combine oral 
(gavage) and intravenous feedings. If there is 
much nausea dramamine (dimenhydrinate U.S.P.) 
50 mg. twice or thrice daily before the meals may 
be helpful. 

Supplementation of the diet with vitamins is not 
necessary, provided patients are on a balanced diet 
containing fresh foods. But if the patient is on 
parenteral feedings, vitamin-B complex and ascor- 
bic acid should also be given. If the appetite is 
poor, vitamin B,, given in doses of 50 micrograms 
intramuscularly a day and folic acid 5 mg. thrice 
daily by mouth may stimulate appetite, and there- 
by shorten the course of the disease. 

After an extensive clinical trial it has been 
found that supplementary amino-acids and lipo- 
tropic agents, the ‘methyl donor compounds’ 
choline and methionine are not of any benefit. A 
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well-balanced protein ration contains them in 
normally adequate amounts. 


Drucs 


No viricidal drug is available for the treatment 
of infective hepatitis. Generally speaking drugs 
should be used sparingly in the treatment of this 
disease, except symptomatically. Aspirin or 
sodium salicylate may be given for headache. 
Penicillin and the sulphonamides are without effect 
on the course-of the disease, but if the patient 
develops or harbours an intercurrent infection 
requiring their use they may be administered 
without any risk. Drugs which are liver poisons 
or which tax liver resources should be withheld. 
They are opiates, particularly morphine, and barbi- 
turates, especially the short-acting, long chain deri- 
vatives, e.g., pentobarbitone and the thiobarbitones, 
which are mobilised largely by the liver. Alcohol, 
and ammonia-containing compounds, e.g., ammo- 
nium chloride should be avoided. Paraldehyde is 
handled to some extent by the liver and this 
process is depressed in liver disease. Hence, this 
drug should also be avoided. For restlessness and 
insomnia sodium bromide and chloral hydrate are 
recommended. 

Antibiotics—There is general agreement that 
broad-spectrum antibiotics should not be given to 
patients with the usual type of infective hepatitis. 
But in critically ill patients they are definitely 
indicated, and should be given in divided doses of 
1 to 2 g. daily by mouth or stomach tube, because 
an appreciable number of such patients survive. 
It appears that the broad-spectrum antibiotics play 
a part in the improved survival although their 
mode of action is not clear. Possibly they have 
some direct metabolic action, other than their anti- 
bacterial properties, which serves to protect the 
liver. Some workers have suggested this pos- 
sibility, particularly when anoxia of the liver 
appears to play an important role. It is more 
likely that the beneficial role of the antibiotics is 
related to its property of sterilisation of the intes- 
tinal tract. It seems not unlikely that the bacteria 
in the intestinal tract, or the products of their 
metabolism, play a role in the pathogenesis of 
hepatic coma. 

Steroids—It has been found that the administra- 
tion of corticosteroids or ACTH to patients of 
infective hepatitis produces a sense of well-being, 
increases appetite and the serum bilirubin level 
diminishes sharply. But the improvement in the 
results of other laboratory tests for hepatic func- 
tion does not run parallel to the rate of diminution 
of serum bilirubin. The mechanism of the rapid 
fall of serum bilirubin level is not clear. Some 
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authorities have recommended the routine use of 
these drugs for about 9 days, beginning with 
400 mg. of cortisone daily, diminishing the dose 
gradually, until a dosage of 50 mg. daily is 
reached. But it has to be mentioned that the 
decline of serum bilirubin need not mean a quicker 
termination of the disease. While the degree of 
hyperbilirubinaemia is one of the indices of the 
severity of the initial attack of hepatitis, there is 
obviously much more in this disease than in 
jaundice. Failure of other tests for hepatic func- 
tion to return to normal more quickly in treated 
cases than in those not being treated with corti- 
costeroids or ACTH throws doubt on the likeli- 
hood that any significant change in the course of 
the disease occurs with these drugs. In a disease 
such as infective hepatitis which tends towards 
spontaneous recovery, the benefit derived from the 
use of corticosteroids or ACTH does not sufficiently 
warrant their use. According to some authorities, 
the occurrence of relapse is more frequent when a 
corticosteroid or ACTH has been used. There are, 
however, conflicting reports as to the frequency 
of relapse. 

In summary, it can be said that notwithstand- 
ing its favourable influence on appetite and well- 
being, the disappearance of jaundice, the lack of 
a significant shortening in the duration of disease, 
the occurrence of certain untoward. side-effects, 
and the frequency of relapse does not justify the 
routine use of the steroid hormones for hepatitis of 
average severity. Nevertheless, there are certain 
indications justifying their use, e.g., (1) when the 
disease is severe and progressive, (2) when vomit- 
ing is intractable, (3) when the disease is of such 
severity that hepatic coma is imminent or present, 
and (4) in patients with cholangiolitic hepatitis, 
who, if treated early in the course of disease with 
corticosteroid or ACTH, frequently respond well, 
with a sharp improvement in the excretory func- 
tion, with all in serum bilirubin and alkaline 
phosphatase levels, and with eventual recovery. 
When used, they should be continued until maxi- 
mum improvement has been obtained, and then 
the dose is gradually tapered off. 

Sex hormones—Trial has been given to testo- 
sterone propionate and progesterone in infective 
hepatitis but there is no evidence that they can be 
assigned any place in the treatment of the disease. 


Hepatic Coma—A COMPLICATION 


The vast majority of cases of infective hepatitis 
proceed to uneventful recovery but a small per- 
centage of cases are fulminant in nature and follow 
a downhill course, culminating in the most serious 
and dreaded complication of ‘hepatic coma’. The 
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mortality is high. Factors underlying this compli- 
cation are not fully known. It may well represent 
several different pathologico-physiochemical states 
which have not yet been identified. Clinically 
whatever be the cause or causes of hepatic coma, 
the patient demands special care, for it is a grave 
medical emergency. All dietary proteins should 
be stopped and the patient should have at least 
1600 calories daily. These can be supplied as 
glucose drinks or as intragastric drip of 20 per cent 
glucose. When required, 25 per cent glucose can 
be given intravenously. Care must be taken to 
avoid fluid overloading ; hence, the urinary out- 
put must be measured and charted and the jugular 
vein filling examined regularly and noted, and 
the lung bases auscultated before each adminis- 
tration of intravenous fiuid. 

Intestinal organisms are capable of breaking 
down protein to ammonium amines and possibly 
other toxic derivatives. There is a theory that a 
toxic nitrogenous substance, formed in the intes- 
tine by bacterial action on protein, is at least 
partly responsible for the altered cerebral metabol- 
ism of hepatic coma. If, therefore, the symptom- 
atology of hepatic coma can be ascribed to the 
absorption of such substances from the intestine, 
it would be reasonable to administer wide-spectrum 
antibiotics. Oral neomycin is a satisfactory anti- 
biotic for this purpose. The drug does not com- 
monly lead to the emergence of resistant Esch. coli 
and staphylococci, and does not possess the dis- 
advantage of causing diarrhoea common to tetra- 
cyclines, very little of neomycin is absorbed. The 
dose is 6 g. daily, in divided doses. Free bowel 
action must be ensured by enemata and routine 
purgation with magnesium sulphate. 

Drugs which are hepato-toxic or which tax 
liver resources should be avoided during precoma 
and coma stages. 

Glutamic acid therapy is based on the supposi- 
tion that it will react with the ammonium, forming 
innocuous glutamine. This ammonium is derived 
from bacterial action on protein in the gastro-intes- 
tinal tract, and is believed to be responsible in the 
pathogenesis of hepatic coma. Doses of about 20 
to 25 g. of sodium glutamate daily has been 
recommended. Some evidence suggests that gluta- 
mic acid is the most effective drug in cases of 
coma, precipitated by bleeding into the intestine 
where absorption of blood together with hepatic 
anoxia seems to be the principal factor. Where 
there has been no intestinal bleeding, glutamate 
therapy seems less likely to prove effective. Even 
then, it would be advisable to give the drug a trial 
for a few days when all other methods of treatment 
have failed. 
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In hepatic coma good results have been noted 
with large doses of a corticosteroid , such as corti- 
sone 300 to 1000 mg. daily. 

Other supportive measures have to be used. 
Oxygen may be advisable. Every effort should be 
directed towards maintaining the blood pressure 
with small blood transfusions or injections of 
vasopressor drugs. 

Very good nursing care is essential. - 


SPECIAL ARTICLE 


DIAGNOSIS AND TREATMENT OF 
EARLY TRACHOMA 


A. D. GROVER, .s. 
M. U. Institute of Ophthalmology, Aligarh 


Trachoma with associated conjunctival infec- 
tions is a common disase of the eye. Seventy-five 
to 80 per cent of total blindness in Egypt is due 
to complications or sequelae of acute conjunctivitis 
(Maxwell, 1951). In its early stages, trachoma is 
readily amenable to medical treatment. Hence, an 
early diagnosis is of great help in avoiding the 
late complications and sequelae which are respon- 
sible for visual disabilities. Clinical features of 
advanced trachoma, i.e., follicular hypertrophy, 
cicatrization and pannus, are so characteristic that 
they presént no difficulty in diagnosis. Trachoma 
at onset or early in its evolution often presents a 
diagnostic problem, and for proper diagnosis of 
such cases the old dictum holds good, viz., ‘‘to 
know trachoma well one must have examined, 
treated and followed up thousands of cases’’. 

The incidence of trachoma in the rural areas of 
Aligarh district is about 80 per cent. The age of 
onset is 1 to 3 years. Trachoma is in the progressive 
stage (Tr. I and IJ) in the pre-school children, the 
older children show the regressing trachoma (Tr. 
III), and by the age of about 10 years a majority 
of them go to stage IV, i.e., healed trachoma. The 
course of trachoma is slightly more severe and pro- 
longed in the female. 

This review summarises the clinical signs of 
diagnostic value in early trachoma and discusses 
briefly its treatment. This is based chiefly on our 
experience with trachoma in Aligarh district. 


Trachoma Stage 1: It is commonly seen in 
infants and young children and is usually asso- 
ciated with subacute or acute bacterial conjuncti- 
vitis which may mask the clinical picture of 
trachoma to some extent. The upper tarsal con- 
junctiva is the principal diagnostic area where 
immature follicles first appear. Trachomatous 


ix 
‘ 
. 


58 ‘J. INDIAN M. A., VOL. 35, NO. 2, JULY 16, 1960 


pre-follicles are seen embedded in the oedematous 
conjunctiva. They are surrounded by fine papil- 
lary hypertrophy and appear as uniformly distri- 
buted, round, slightly elevated yellowish spots 
against a reddish, velvety background (Fig. 1, 
vide Plate). 

The involvement of upper tarsal conjunctiva 
forms the chief and sometimes the only available 
sign of early trachoma, as the children usually do 
not permit the examination of the upper limbus. 
Whenever a trachoma stage-I child permits the 
examination by slit lamp or wuniocular loupe, 
epithelial keratitis, pannus and even small limbal 
follicles are seen (Singh and Grover, 1959). Such 
corneal changes are valuable aids in. diagnosis. 


Trachoma Stage II ; The signs of trachoma are 
now well established and grossly visible. The 
follicles are fully developed and appear as raised 
yellowish areas on the tarsal conjunctiva. They 
are maximum in the upper fornix and the upper 
tarsal conjunctiva, but the lower fornix and the 
lower tarsal conjunctiva are also involved. The 
trachoma follicles are soft and easily expressible— 
a fact which can be well demonstrated if a plati- 
num loop is passed across the follicles in an anaes- 
thetised eye. Papillary hypertrophy is also quite 
marked and appears as small _ solid-looking 
red areas specially on the tarsal conjunctiva. 
Sometimes the papillary hypertrophy may be so 
abundant that it may mask the follicles. (Papil- 
lary type of trachoma Tr.-II b, McCallan, 1936). 

The corneal involvement is now marked and 
the changes, pannus and keratitis, are visible with 
the naked eye or with binocular loupe (Fig. 2, 
vide Plate). Follicles at the limbus also become 
prominent and even may be confluent forming an 
arc at the limbus. The limbal follicles are 
pathognomonic of trachoma, and they in turn 
leave behind equally pathognomonic marks the 
“‘Herbert’s pits’’ (Fig. 2, vide Plate). 


DIFFERENTIAL DIAGNOSIS 
1. Non-trachomatous follicular diseases : 


Presence of follicles on the upper tarsal con- 
junctiva should be considered suggestive of 
trachoma, but differentiation has to be made from 
folliculosis and follicular conjunctivitis. In folli- 
culosis the upper tarsal conjunctiva is often spared 
and the follicular hypertrophy is marked in the 
fornices and the lower tarsal conjunctiva (Figs. 
4 and 5, vide Plate). Even when the folliculosis 
involves the upper tarsal plate there is no papil- 
lary hypertrophy unless secondary bacterial in- 
fection has supervened (Thygeson, 1957). The 
middle third of the tarsal conjunctiva is usually 


spared and the follicles are present at the angles 
only (Fig. 6, vide Plate). In other follicular 
conjunctivitis also the brunt of the disease is in 
the fornices and the lower tarsal conjunctiva. 
Biomicroscopy of the limbus will show no pannus 
formation. Acute follicular conjunctivitis, such as 
inclusion conjunctivitis, pharyngoconjunctival 
fever, epidemic keratoconjunctivitis, Beal’s and 
Newcastles’ disease, do not lead to vascularisation 
of the cornea. Corneal involvement in epidemic 
keratoconjunctivitis is totally dissimilar to that 
of trachoma. Slit lamp is indispensible in differ- 
entiating these conditions from trachoma. 


2. Bacterial conjunctivitis : 


Infants and children, especially in summer 
months, suffer from repeated attacks of sub-acute 
or acute bacterial conjunctivitis (Koch-Weeks, 
pneumococcus, Morax-Axenfeld, etc.). Oedema 
and hyperaemia of the upper tarsal conjunctiva 
mask the important signs of early trachoma. The 
diagnosis in such cases can be made by slit lamp 
examination of the upper tarsal conjunctiva when 
follicles of trachoma may be seen buried in 
thickened conjunctiva. Examination of one or 
more conjunctival scrapings for cytology and in- 
clusion bodies may aid the diagnosis. Absence of 
the latter does not negative the diagnosis, as 
only 13 per cent of the trachoma stage-I cases in 
whom single scraping was taken from upper tar- 
sal conjunctiva showed inclusion bodies (Agarwal, 
1957). The most sa‘isfactory method of diagnos- 
ing such cases is to treat the conjunctivitis for a 
few days when oedema of the conjunctiva will 
subside and re-examination of the upper tarsal 
conjunctiva will decide the diagnosis. 


3. Spring catarrh : 


The palpebral type of spring catarrh may be 
confused with papillary type of trachoma stage-II. 
The milky hue of the upper tarsal conjunctiva and 
the flat topped, hard papillae arranged as cobble- 
stones are quite characteristic of spring catarrh. 
On keeping the upper tarsal conjunctiva exposed 
for some time or by rubbing it with a swab, thick, 
tenacious and dirty-looking discharge can be 
obtained which on microscopic examination shows 
a large number of cosinophils—the features 
pathognomonic of spring catarrh. The cornea 
does not show pannus even in cases of limbal type 
of spring catarrh (Fig. 7). Cases of spring 
catarrh superimposed on healed trachoma will 
show pannus in addition to the characteristics of 
spring catarrh. In these mixed cases the diagno- 
sis is guided by the distribution of the vegetations 
of spring catarrh which do not invade the fornices 
or the lower tarsal conjunctiva, the absence of 
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yellow follicles even on slit lamp examination and 
the microscopic examination of the discharge for 
eosinophils. Itching is a very prominent symptom 
of spring catarrh and it may have a seasonal varia- 
tion, being marked in hot and damp weather. 


4. Mixed infections : 


Mixed infections may occasionally pose a pro- 
blem for diagnosis. Follicular conjunctivitis with 
phlyctenulosis will present follicles with pannus. 
But the distribution of the pannus, with its sector- 
like arrangement, and the frequent presence of a 
limbal phlyctena will guide the diagnosis. 


Difficulty may arise when a follicular disease 
gets superimposed on healed trachoma. In these 
cases follicles will be associated with pannus, and 
the distribution and the character of follicles will 
clinch the diagnosis. Trachoma follicles are 
characteristically soft, opaque and easily expres- 
sible while non-trachomatous follicles are hard, 
translucent and difficult to break. Microscopic 
examination of the material obtained by expression 
of follicles will show degenerative changes (macro- 
phages, Leber cells, and fragmented cells with bare 
nuclei) in trachomatous cases only (Thygeson, 
1955 ; Agarwal and Saxena, 1955). A follow-up of 
these cases can further aid the diagnosis. The 
trachoma follicles take shorter time (months) to 
disappear, while those of chronic follicular con- 
junctivitis (Axenfeld type) and the folliculosis take 
years (Ocampo, 1955). 


On the basis of these characteristics of trachoma 
follicles it is possible to make a reliable clinical 
diagnosis by gross examination alone in some 
90 per cent cases. In the remaining 10 per cent 
help may be obtained from the cornea and upper 
limbus (Thygeson, 1957). Slit lamp examination 
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is of great help in distinguishing trachoma from 
nontrachomatous follicular disease. Laboratory 
examination is of help in doubtful cases and in 
recognition of bacterial infections. 


‘TREATMENT 


Trachoma by itself is slightly contagious. 
Bacterial conjunctivitis is potentially more danger- 
ous to the eye and forms the epidemiological 
background of trachoma. The treatment of 
bacterial conjunctivitis will help a great deal in 
arrresting trachoma and minimising its severity 
(Reinhard, 1955). The anti-trachoma projects aim 
mainly at the control of the seasonal attacks of 
bacterial conjunctivitis and thus indirectly control 
trachoma and its complications. 


With the advent of sulphonamides and anti- 
biotics world-wide interest has been aroused in the 
treatment of trachoma. W.H.O. Expert Committee 
on Trachoma (1952) gave its opinion that in the 
majority of cases the trachoma can be cured by 
chemotherapy and antibiotics alone. The com- 
mittee recognises that the most effective treatment 
is the simultaneous use of certain antibiotics with 
sulphonamides,—the former is applied locally and 
the latter given orally. Despite the clinical improve- 
ment the tissue can harbour the virus for a long 
period, and this is of fundamental importance for 
permanent cure and control of trachoma. The 
treatment should be spread over a long period and 
the patient should be followed up, for a period of 
three to six months after cessation of treatment, as 
the infiltration (follicles and papillae) takes a longer 
time to resolve. 


Various antibiotics have beeen tried by different 
workers (Braley and Sanders, 1949 ; Nataf, 1950 ; 
Mitsui and Tanaka, 1951 ; Agarwal and Gupta, 
1954; Tabone, 1955). Aureomycin, terramycin, 
chloromycetin, achromycin, erythromycin are 
all found to be effective, though opiriions are 
divided as regards their degree of effectivity. 
These antibiotics act not only on the secondary 
bacterial infections but the high percentage of cure 
of trachoma obtained by their use indicates that 
they have a specific action on the trachoma itself 
(Maxwell, 1957). 


A course of sulphonamides, 40 to 50 mg. per kg. 
of body weight divided into four doses over a 
period of 1 to 3 weeks, according to the severity of 
the case, along with an antibiotic (terramycin, 
aureomycin, chloromycetin ointment or achromycin 
oily drops) applied 3 to 4 times a day for the first 
week and then twice daily for sixty days, gives 
very good results. 
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Surgical treatment is now becoming superfluous 
and even harmful in most cases as it accentuates 
scarring which with modern medical treatment can 
be reduced to a minimum.- W.H.O, Expert Com- 
mittee on Trachoma (1952) gave its opinion that 
‘“‘as more effective medical treatment of trachoma 
has become available, mechanical adjuvants 
become less necessary. Very gentle and non- 
traumatising expression of soft follicles is permis- 
sible, as also is the painting of the conjunctiva with 
slightly caustic solutions, such as one or two per 
cent silver nitrate or copper sulphate. These 
measures must be considered as complimentary to 
purely medical treatment and as unjustified except 
in a limited number of cases.” 


Surgery is, of course, still required for the 
cicatricial sequelae of trachoma (trichiasis, entro- 
pion, corneal opacity, etc.). 


SUMMARY 


The clinical diagnostic signs of early trachoma 
are described. Differential diagnosis from other 
follicular conjunctival diseases, bacterial conjuncti- 
vitis and spring catarh is discussed. Efficacy of 
medical treatment and the limited application of 
mechanical measures are stressed. 
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PUBLIC HEALTH 
CANINE RABIES 


Simla 


Rabies, also called lyssa, hydrophobia, canine 
madness, rage (French), tollwut, hundswest 
wasserschen (German) and rabbia (Italian), is a 
disease to which all warm-blooded animals are 
susceptible. In a large majority of cases it affects 
dogs, but cats, horses, cattle, foxes, deer, pigs 
and sheep may also suffer. So wide is the host 
range of this virus that in a country in which 
rabies is endemic, the bite of any animal must be 
suspected. 

The disease is important from the point of view 
of public safety, for persons bitten by rabid dogs 
are very liable to contract hydrophobia, and unless 
vigorously treated they will almost certainly die. 

The most common reservoir of infection is the 
canine group of animals. It may sometimes exist 
in dogs in a locality for a long time without giving 
rise to human cases. 


History 


Rabies has been known since the dawn of 
civilisation. Stone murals from ancient Rome, 
Greece and Egypt depict mad dogs. Democritus 
in 5th century B.C. described the clinical picture 
of the disease. Aristotle in 322 B.C. gave an 
account of the disease in the dog and other domestic 
animals. The Atharva-Veda also mentions it. 

Until 1880 rabies was also believed to develop 
spontaneously and was attributed variously to hot 
food, deficiency of drinking water, unsatisfied 
sexual desire and severe nervous excitement. 


DISTRIBUTION 


There is no part of the earth inhabited by man 
and other terrestrial animals, where rabies cannot 
potentially exist. It oceurs quite commonly in 
Greenland, Iceland and other Artic countries. In 
the tropics and sub-tropics, where jackals and wild 
dogs abound, a specially virulent form is sometimes 
prevalent. In Trinidad and Jamaica, the vampire 
bat has been found to play an important role in its 
dissemination. Australia is said to be free from 
this disease, and this freedom is ascribed to the 
rigid quarantine restrictions which have been 
imposed upon dogs. 

Rabies has been stamped out from Great 
Britain since 1903 except for a small outbreak in 
1919, due to an animal being smuggled into the 
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country by aeroplane. In the U.S.A. only 10 
states are considered to be completely free from the 
disease. It is common in France, Belgium, Russia 
and India. 

Major epizootics develop from time to time but 
the cycle is not regular. Epizootics are short-lived 
in any one place, rarely lasting more than a year. 
After an epizootic subsides, sporadic cases continue 
to occur unless rigid control measures are adopted. 

Breed, age, sex and climatic conditions have no 
influence on susceptibility but the incubation 
period in young animals is usually of shorter 
duration. 


‘TRANSMISSION 


Natural infection, in most of the cases, is 
through the bite of a rabid animal, sometimes by 
the virus being conveyed by licking a recent wound 
or abrasion. The infectivity of the saliva is the 
greatest immediately after the appearance of the 
symptoms but may exist in a slighter degree from 
2 to 4 days before the onset. There is at present no 
evidence to indicate that the dog can act as a 
symptomless carrier. 

The danger of a bite depends upon the virulence 
of the saliva, on the extent and depth of the 
wound and on the abundance of lymphatics and 
nerves in the vicinity of the bite. 


CausaL AGENT 


The causal agent is a neurotropic virus. This 
can only multiply in the living animal, but it 
retains its virulence in the open and in a 
carcase, for a considerable length of time. When 
it is injected into the tissues, either from a bite or 


_attificially, it passes along the great nerve trunks 


and reaches the central nervous system. 

The virus is found constantly in the brain and 
spinal cord of the infected animal. 

It is often found also in the salivary glands and 
the saliva. The isolation of the rabies virus from 
the brain of an infected animal does not neces- 
sarily indicate that its saliva also contains the virus 
and is infective. It is occasionally present in the 
peripheral nerves, lachrymal gland and pancreas. 
It is never found in the blood, lymph or urine. 

Diagnosis is made chiefly by the finding of 
Negri bodies in the cells of the hippocampus major 
or in the Purkinje’s cells of the cerebellum. These 
bodies are found in 87 per cent of the rabid dogs 
that lived over 3 days after the onset of symptoms 
and in 48 per cent of the dogs dying of paralytic 
rabies. Subdural inoculation into a rabbit of an 
emulsion of the cord of a dog dead of rabies is the 
most certain method of diagnosis. 
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Features 


In the dog, the incubation period is rarely less 
than 10 or more than 90 days. The latent period 
of over 200 days has been noted. 

The course of the disease may be divided into 
3 stages : 

1. Premonitory stage—There is a change in the 
disposition of the animal. It is easily excited. 

2. Stage of excitement—lIt is restless and may 
become furious and even show signs of delirium. 
It rushes about attacking every object and biting 
and inoculating men and animals. It runs 
straight. 

3. Stage of paralysis—It soon sets in, starting 
in the hind limbs and then becoming general. 

If all these stages are noticed, it is a case of 
furious rabies. If the first two stages are transi- 
ent or absent then it is dumb or paralytic rabies. 
The course of the disease is always rapid. Death 
occurs in 2 or 3 days. 

Presence of Negri bodies in the brain of a dog 
is the surest evidence of the existence of rabies. 
The whole of the head of a suspected animal 
packed in ice should be sent to the laboratory for 
examination. 

‘Furious’ Rapizs 

During the early stages of the disease, a dog 
may appear quite normal and look even more 
affectionate than usual. Despite its friendly 
actions, the dog gets easily irritated, especially if 
restrained in any way. If picked up, it may 
immediately try to break away, and if not promptly 
freed may bite savagely. Restlessness and excite- 
ment are other early symptoms. It also has a ten- 
dency to eat sticks, straw, earth, and other indiges- 
tible material. After a period of one to three days, 
the dog may become extremely vicious, and bite any 
living thing that gets in its way, even its master. 
The eyes are glazed and constantly wide open. 
Often there is a peculiar howl-like bark. During 
this stage, the dog usually strays away from home, 
roams about the countryside, and attacks any 
person or animal it sees. Within a few days, 
paralysis develops, the first sign of which is a 
wobbly or staggering gait. Paralysis then extends 
to the rest of the body until the animal cannot get 
up. Dogs with this type of disease may live as 
long as 6 days after developing symptoms. 

‘Dump’ Raping 

In this type of the disease, the early symptoms 
are sleepiness and melancholia. The dog tries to 
hide itself or get away to some quiet corner. 


These symptoms are soon followed by paralysis of 
the jaw, throat, tongue and leg muscles. There is 
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no irritability or tendency to bite, but persons may 
be exposed to rabies when they try to look at the 
animal’s throat or while giving medicine. Animals 
so affected seldom live for more than 3 days after 
developing symptoms. 

In dogs, the ‘furious’ form often manifests 
itself. Towards the end, paralysis sets in. In 
rabbits, the ‘dumb’ or paralytic type of disease is 
always found, 

In most cases, rabid dogs show symptoms of 
both types of the disease, that is, a period of rest- 
lessness, excitement and irritability, during which 
they appear friendly and unusually alert, followed 
by rapid progression to paralysis of the dumb 
rabies type. Some animals affected with rabies 
die suddenly without manifesting any symptoms of 
illness. In other cases the first symptom is a con- 
vulsive seizure during which the animal may die. 

All dogs with rabies are relatively insensitive to 
pain. The corneal reflex is lost early. Excitation 
of muscles causes tic-like contractions, tremors 
and occasionally general convulsions. Muscular 
reflexes are increased. Trismus may occur. No 
fear of water is noticed. Except the terminal rise, 
the temperature is subnormal. 

Attendants should always be on the watch for 
dogs with personality changes, perverted appetites, 
insensibility to pain, and throat paralysis. There 
is considerable confusion, because many dogs with 
house dog disease develop encephalitis, and show 
symptoms similar to those of rabies. Rabies 
generally has a downhill course, while encepha- 
litis due to house dog disease, most often mani- 
fests itself in chorea jerks and a series of fits with 
intermittent periods of normalcy. But there have 
been many cases of encephalitis in house dog dis- 
ease so similar to rabies that only mouse or 
rabbit inoculation tests could differentiate them. 

In some cases unusual behaviour, such as a 
depraved sexual appetite, arching of the back with 
the head lowered between the hind limbs, may be 
seen. Postmortem examination shows nothing 
very characteristic. The stomach is often empty, 
although in ‘furious’ rabies, it may contain foreign 
bodies such as pieces of wood or bone, stones, 
hair, feathers, etc. The urinary bladder contains 
but little urine which as a rule contains dextrose. 
Occasionally there is acute catarrh of the mucosa 
of the respiratory and digestive organs, hyperaemia 
of the liver, spleen and kidneys, congestion or 
oedema of cerebral and spinal meninges and grey 
substance of the brain, 


"TREATMENT 
Rabies is an infection which in the ordinarily 
accepted meaning of the term is curable. The in- 


fection may be overcome and the animal may sur- 
vive so long as the lesions due to tissue infection do 
not become too gross. The striking peculiarity 
of rabies lies not in the incurability of the disease 
but in the fact that symptoms do not appear until 
the invasion is already in a very advanced stage. 

Animals that have been bitten are seldom 
given the Pasteur treatment but where expense 
is no objection the percentage of recoveries among 
them is not less than in the case of human beings 
(99 per cent), provided it is undertaken early. 


ConTROL OF RABIES 


Control depends fundamentally on measures 
which are directly or indirectly effective in reduc- 
ing the stray dog population to the density below 
the critical level required to maintain continuous 
propagation of the virus by passage biting. The 
major steps in this control are— 


1. Destruction of all ownerless, stray dogs. 
The following methods are used : 

(i) Use of lethal chambers. 

(ii) Injection of saturated magnesium sul- 
phate solution (5 to 20 c.c.) or prussic 
acid. (5 to 10 c.c.) into the heart of the 
dog. 

(ii) Shooting. 

(iv) Feeding them with 5 gr. of strychnine 
tablet wrapped in a small quantity of 
‘halwa’. This is an inhuman way of 
killing dogs and should be discouraged. 

2. Registration and licensing of all pet dogs in 
a@ municipality or district board. 

3. Muzzling and restraint of all pet dogs in a 
municipality or district board. 

4. Compulsory notification of all cases of 
rabies. 

5. Education of the public regarding rabies 
and its prevention. 

6. Quarantine of all imported dogs for a 
fixed period. - 

It has been demonstrated in many parts of the © 
world that rabies can be controlled, even eradi- 
cated, in limited geographical areas by. strict 
quarantine measures applied to the dog population. 

7. Prophylactic immunisation of dogs against 
rabies was suggested by Pasteur and has been 
practised with good results by ‘some investigators. 
Immunity by this method (using one large dose of 
phenolised fixed virus) probably lasts a year. It is 
said that immunity following repeated injections 
lasts longer (4 to 7 years). y 
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Demonstration of the value of preventive vac- 
cination of dog has afforded a new and extremely 
valuable additional method of control. By enforc- 
ing mass vaccination of dogs, it is possible to re- 
duce the proportion of susceptible dogs in an area. 
This in turn decreases the chances of chain propa- 
gation. Vaccination of dogs, therefore, has be- 
come an important feature of the control 
programme. 


MEDICAL EDUCATION 


MEDICAL EDUCATION IN THE UNITED 
STATES OF AMERICA 


P. V. RAMANARAO*, m»., 


Department of Bacteriology 
Osmania Medical College, Hyderabad (A. P.) 


INTRODUCTION 


Many in India are not quite aware of the 
system of medical education in the U.S.A. as our 
present system is based on the old British system. 
This paper presents a general account of medical 
education in America, the American medical 
student and his medical curriculum which may 
help clarify and extend our knowledge of 
the American system of medical education. 


AMERICAN MepicaL INSTITUTIONS 


There are at present 85 medical colleges in the 
U.S.A. which are associated with various univer- 
sities distributed over the 50 States in U.S.A. 
Nearly 40 per cent are situated in the State of 
New York, Massachusetts, Philadelphia (Pennsyl- 
vania), Illinois and Ohio. A little over 50 per cent 
of the institutions are private and the rest are 
State institutions. The organisational set-up of 
the medical education can be simplified in the 
following chart in general terms though the indivi- 


* The author was privileged to visit the Unittd States 
of America under the International Cooperation Admi- 
nistration (Technical Cooperation Mission in India) dur- 
ing 1958-50. He spent a whole year in the US.A., de- 
voting part of his time in studying the various aspects 
of American medical education. Observations in this 
article are based on practical study at the State Univer- 
sity of New York Upstate Medical Centre, Syracuse, New 
York, for six months, and also on the knowledge gained 
from the conference conducted at Syracuse for the bene- 
fit of the doctors from India on fellowship tour, under 
the joint sponsorship of the LC.A., W.HLO. and the 
Rockefeller Foundation. During his stay he visited medi- 
cal schools, hospitals and research centres in New 
York State, ye Baltimore, St. Louis and Kansas.— 
Ep., J. Indian M. 
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dual patterns are different in different universities 
(Casberg, 1959). 


Legislature 
Board ot Trustees 
President or Chancellor of University 
Vice-President or Vice-Chancellor 
Deen 


| 


Hospitals 
and 
Clinics 


Though for general administrative and academic 
purposes the above set-up holds good, the 
American Medical Association through its Council 
on Medical Education and the Association of 
Medical Colleges in America wield a lot of 
influence and lay down the basic policies of profes- 
sional education, the National Examination 
Boards, standards for licensure and other changes 
brought about from time to time. And it should 
be recognised that the wuniversity’s integrated 
atmosphere has sanctified and stimulated very 
much the higher learning and research in 
medical centres. 

Besides the Dean of the Medical College, under 
the university vice-chancellor there are allied 
medical institutions like the dean of dental college, 
nursing college, director of the hospital, dean of 
veterinary college and dean of pharmacy college. 
The atmosphere makes these conducive to the 
development of allied medical professions as well. 

The number of students enrolled in all the 
medical colleges is 29,473 (1957-58) (J.A.M.A., 
1958 b) and these receive instruction from 1934 
professors and instructors. The teacher student 
ratio is thus about 1: 15. The number of appli- 
cants in 1957-58 was 15,791 out of which a total 
number of 8,030 students were admitted. The 
ratio of applicants to admission is thus 1°9: 1. 
The number of physicians passed out in the final 
year—6861. 

The percentage of women students is 5°57 per 
cent. Besides the above there are a few special 
institutes for specialised training for the Army, 
Navy and Air Force. 
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Taste 1—SHowrnc 1957-58 Ficures (J.4.M.A., 1958b) 


Number Total 
Number of Nember corotied inall Number 
of graduated 
colleges in numbe1 
applicants ist year 4 years Pe year 
85 15,791 8,030 29,473 6,861 
(78 old+7 new) 


Tue AMERICAN MepIcal STUDENT 


The average age of a medical student entering 
a medical college is about 21 years. He is usually 
tall, well built and healthy, and puts on a tie and 
suit of a western gentleman. A majority (792 
per cent) finish 4 years of college training after 
an 8 years’ grammar school education before they 
enter the médical college. 40 per cent of them 
are married, and the rest (up to 60 per cent) get 
married before they complete the four year medical 
course. It is obvious that they complete a twelve 
year general educational course and obtain a 
bachelor’s degree in arts or science. They are in- 
tellectually more mature than their Indian coun- 
terparts who are usually admitted when 17 or 18 
years of age. The students are alert, intelligent 
and enthusiastic to learn. The students’ life in 
school is well organised. They have’ curriculum 
of lectures, seminars, and system of \ laboratory 
and hospital work. The laboratory work is well 
designed in a schedule to be followed after a 
lecture and is illustrative of the typical practical 
exercises for such a study. There is no dearth of 
equipment or material. The student is given all 
facilities for carrying out exercises. He provides 
his own microscope for laboratory work which is a 
major costly item of expenditure. 

The student is not only a positive observer in 
lectures but actively participates in asking questions 
in the middle of a lecture. He is given complete 
freedom to ask any question during the lecture 
hour, even to the extent of interruption of it some- 
times. He also takes part in discussions in student 
groups. 

Students take part in the research activities as 
an elective during the course and usually spend 
their summer vacation working on a research pro- 
ject. They are given lots of encouragement by the 
staff to carry out this. The morale of students 
is high and discipline good. 

Students are helped by part time employment 
after college hours, in the laboratories, library, and 
during vacations. They are paid on an hourly 
basis at the rate of $2°00 per hour. This helps the 
financially needy students a great deal, which we 
do not have in our country. 


Student employment practices are as stated 
(J.A.M.A., 1958 b) : 


ist year class... 71 per cent 
2nd year class ... -. 185 per cent 
3rd year class . 30 per cent 
4th year class . 40 per cent 


Besides student employment, they are helped by 
financial loans on a low interest, scholarships, 
summer research fellowships. Nearly 60 per cent 
of all the students are covered financially in one of 
these schemes to strengthen their resources. 

Students have a very good well furnished 
lounge for relaxation and a canteen attached for 
snacks. They have recreational facilities like games 
and sports. 


ADMISSION REQUIREMENTS 


The following points are taken into considera- 
tion before the student is admitted into a medical 
college. 

1. Educational requirements—At least 3 years 
of (90 semester hours) liberal arts degree in an 
accredited college of sciences and arts (approved 
by the American Medical Association) with the fol- 
lowing subjects: English, biology, physics, general — 
chemistry (inorganic), organic chemistry. Comple- 
tion of full 4 years bachelor’s degree is preferred. 

2. Scholastic aptitude—Academic accomplish- 
ment of the applicant—School grades. 

3. Scientific aptitude—Sound indoctrination in 
sciences is essential to medicine. 

4. Character—Personal qualities of honesty, 
integrity, industry and ability which should 
furnish solid foundation for a field such as 
medicine. 

5. Motivation—For medical study. 

6. M.C.A.T.—Medical College Admission Test. 
Administered by Educational Testing Service of 
Princeton, New Jersey, is given twice yearly 
throughout the country. This is considered of 
real value in selection. 

7. Personal history essays—Submitted by the 
student with the application. 

8. School recommendation records—From 
science and non-science teachers. 

9. Health report with regard to soundness of 
physical and mental state to undergo this course. 

10. Interview and physiological testing—by per- 
sonal interview of the candidate by one of the 
members of the faculty admission committee (in- 
dividually). The student will be called for inter- 
view only when all the above 9 parts are satisfac- 
tory from his application, filed in the prescribed 
form. 
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Mepicat CURRICULUM FOR UNDERGRADUATES 


The American Medical curriculum consists of 
4 academic years each extending from Ist week 
of September to Ist week of June. A general 
schematic representation is made as follows: 


First Year 
First Semester: Gross Anatomy and Microscopic Ana- 
tomy (Histology) 
Second Semester: Biochemistry and Physiology, Science 
of Human Behaviour 


Second Year 
First Semester : Microbiology and Pathology 
Second Semester: Pharmacology, Laboratory Diagnosis 
and Epidemiology, Introductory Clinical Lectures. 
Third Year 
Co-ordinated Clinical Lectures Research ? 
Internal Medicine, Paediatrics freetime electives 
Obstetrics and Gynaecology 
Surgery, Surgical Specialities Research ? 
Fourth Year 
Medicine (out-patient)—Block assignments 
Paediatrics (out-patient)—Block assignments 
Medicine (in-patient)—Clerkship 
Obstetrics and Gynaecology—Possible Preceptorship 
Surgery—Specialities with lectures and clinics in minor 
specialities 
Psychiatry 
Public Health 


Legal Medicine 
Radiology Research ? 


Table 2 contains the current medical curricula 
hours of American medical universities as compared 
with that of Osmania Medical College, Hyderabad, 
India, which is a five year course. It would be 
observed that the basic curriculum pattern given 
above conforms to the S.U.N.Y. Medical School at 
Syracuse. There are many alterations and changes 
in different universities constantly undergoing 
transformation of medical education. Much of the 
‘didactic’ lectures and ‘spoon-feeding’ which were 
given in the past are now curtailed. Their place 
in recent times has been taken by integrated 
lectures, practical laboratory investigations, clini- 
cal clerkship, increased active participation by 
students in conferences, seminars and small group 
teaching activities. It is also noticeable that 
efforts at correlation have been made within indi- 
vidual departments which hitherto appeared to re- 
main as isolated, pigeon-holed areas with little 
knowledge or concern. For example, during the 
ist year the gross anatomy, histology, embryology 
and neurology have been correlated and integrated 
in a number of institutions, with the result that 
entities such as neuroanatomy, and neurophysio- 
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logy are co-ordinated and taught simultaneously 
in some schools, giving the student a comprehen- 
sive understanding of both structure and function 
of the nervous system. Interdepartmental teach- 
ing programmes in certain aspects of biochemistry, 
physiology, histochemistry, pharmacology, micro- 
biology and pathology are fascinatingly arranged. 

During the first year besides the subjects of 
anatomy or physiology the student is introduced to 
the human behavioral problems of psychiatry and 
preventive medicine to give the concept of human 
being as a whole in his total setting early in the 
programme and to point out the socio-economic and 
other environmental causes which are also respon- 
sible besides organic disease. 

The second year in most medical schools in- 
cludes study of microbiology, pharmacology, patho- 
logy and beginning of direct patient contact by 
the introduction of history taking and physical 
diagnosis. Again there is interdepartmental cor- 
relation between basic sciences and _ clinical 
departments for teaching of clinical laboratory 
diagnosis. What we call the non-clinical subjects 
in India are called in America as basic medical 
sciences. The artificial division between these two 
is gradually fading away (in America) in an 
attempt to utilise applied basic medical sciences by 
all well-versed clinicians in their daily activities. 

During the clinical years of the 3rd and 4th 
years most of the time is devoted to modern clini- 
cal clerkships and ‘block’ assignments. In the 3rd 
year they will have one or two lecture sessions 
daily for the entire class of a co-ordinated lecture 
series including medicine and surgery, or obste- 
trics and gynaecology. In these ‘block’ assign- 
ments and ‘inpatient’ services, the 3rd year 
student becomes the junior member of the medical 
team, taking histories, performing physical exami- 
nations and undertaking certain laboratory proce- 
dures which form part of official record. He is 
supervised directly by the intern or through resi- 
dent, instructor or responsible staff personnel. By 
rotation one-third of the 3rd year is allocated to 
medicine, a second third to surgery and remainder 
divided between obstetrics, gynaecology and 
paediatrics. Other specialty areas are encountered 
in the course of consultation activities, conferences, 
ward rounds and discussion. 

In the 4th year the assigned lecture hours are 
minimal. There are ‘block’ assignments primarily 
in outpatient clinics, in the rotation of students 
through medicine, medical specialties, surgery, 
surgical specialities, obstetrics-gynaecology, paedia- 
trics and in some instances assignments to psy- 
chiatry, preventive medicine, or an elective period. 

Elective period is peculiar to American medical 
education which will not be found in the Indian 
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Tams 2 


Washington 


Columbia Harvard Syracuse 
(Columbia (Washington (Harvard Univ. (SUNY Osmania 
Univ. Bull., Univ. Publ., Register, Catalogue, (Horning, 1957) 
1957) 1957) 1958) 1957-59) 
Anatomy 595 618 487 690 1370 
Biochemistry ... ioe age 181 312 220 264 120 
Physiology _.... 226 306 220 296 169 
Microbiology ... ose ee 192 264 169 295 85 
Pharmacology ... x. oak 137 216 146 336 150 
Pathology _... 498 S04 331 330 190 
Forensic Medicine Mie om 70 
Medicine soe és 1050 980 798, 1282 748 
Surgery on T22 804 660 572 833 
Paediatrics _... ons 348 327 216 502 30 
Psychiatry ee 182 148 248 252 18 
Neurology 88 53 39 
Public Health and Social Medicine 139 84 165 123 106 
Obstetrics and Gynaecology ad 336 387 309 538 620 
Medica! Specialties : 216 
Infectious Diseases .. 30 
Dermatology 62 18 37 _ 65 
Leprosy and Tuberculosis : 48 
BIB, 40 40 87 
Ophthalmology 42 30 32 _ 174 
Elective ws 665 198 144 
Total ... 5503 5274 4261 5957 5109 


system of medical education. This may occur at 
the end of the 2nd year or at the end of the 3rd. 
During this period the student is offered a free 
choice of anything of his creative interest, either 
research in biologic sciences at the end of 2nd year, 
or preceptorship in general practice, or research 
pertaining to clinical or allied medical fields at the 
end of 3rd year. This helps him to develop a 
scientific mind as also to think in terms of a physi- 
cian in the preceptorships and to encourage self 
education. 

At the end of every semester the student has 
to take an examination conducted by the faculty 
head of that department. Upon satisfactory per- 
formance in the examination he will be promoted 
to the next higher year of medical study. At least 
a “‘C”’ is the minimum grade for a pass. Majority 
will have attained ‘B’ grade while 10 per cent 
would attain an A grade. Upon satisfactory com- 
pletion of all the four years with passing grades 
at least, the student is awarded the M.D. degree 
(Doctor of Medicine). This is equivalent to the 
basic medical degree of Bachelor of Medicine and 
Surgery (M.B., B.S.) in India. Though in the 


past, a year of internment (internship) was insisted 
on for granting the degree, it is no longer done in 
America in approved medical schools. But the 
student is encouraged to take the National Board 
Examinations (Parts I, II, III) before he obtains 
his license in over 40 states as a registered medical 
practitioner. 90 per cent of the students get 
through and qualify for the M.D. at the end of 
four years as against the deplorable number of 
failures in our Indian Schools. 


Grapuate Meprca, EXAMINATION IN AMERICA 


The term graduate medical education in 
America is applied to that particular course of 
education or instruction which one receives after 
the basic medical qualification of M.D. The basic 
medical degree produces only an undifferentiated 
physician who can subsequently build up the 
edifice by the experiences of internship and resi- 
dency and can become a general or specialised 
practitioner ; or by a term of fellowship or research 
in basic medical sciences can qualify him for an 
M.S. or Ph.D. in anatomy, biochemistry, physio- 
logy, microbiology or pharmacology. 
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GrapuaTe my Basic Mepicat SCIENCES 


The figures (1957-58) for candidates under the 
graduate programmes in basic medical sciences 
show (J.4.M.A., 1958 a): 


1. Number qualified for M.S. (Master’s in 


2. Dectoral Ph.D. ood 1,416 
3. Post-doctoral — 


It must be said that the graduate programme 
in basic medical sciences does not insist on a medi- 
cal degree as a prerequisite for admission. Though 
a B.S. (Bachelor of Science) is essential, candidates 
after 2nd year of medical study may join here and 
transfer their credits or fresh B.S. qualified candi- 
dates are also admitted into these courses which 
may extend from three to four years. These 
studies are carried out under the direct supervision 
of the Graduate Faculty of the College of Medicine 
as per the regulations set by the Graduate Council. 

Internship—We have not got the large scale In- 
ternship (Internment) or Residency programmes in 
India. Internment is similar to our Junior house 
physician or house surgeon and lasts for one year. 
This usually starts after the 4th year of medical 
study in U.S.A. The candidates have to apply to 
a central clearing agency called the National Intern 
Matching Program (N.I.M.P.) to which the hospi- 
tals seeking intern would also verify the positions. 
The plan gives complete freedom of choice for the 
students and hospitals. During internment service 
the candidate receives a stipend ranging from $155 
a month to $197 depending on affiliated and non- 
affiliated hospitals. It is worth mentioning that a 
a high autopsy rate of a hospital (80 to 98 per cent) 
is considered to indicate the interest of the staff in 
medical education and scientific progress, besides 
the things like bed-strength. Hospitals having 
autopsies below 25 per cent are not approved for 
internship. Of the 6,946 hospitals in the U.S.A., 
only 867 have been approved by the Council on 
Medical Education and Hospitals for Internship 
education and training, i.e., nearly 12 per cent of 
the hospitals. 12,325 positions of internship were 
offered by all in 1958. There are three types of 
internships. Rotating, mixed and straight. In the 
rotating the candidates rotate in medical, surgical, 
paediatric and obstetric departments. Mixed intern- 
ship offers training in three or four major clinical 
subjects. Straight offers only a single science. 

Residentship—The residency programme is a 
part of the graduate medical programme. Large 
numbers of young physicians seek graduate medi- 
cal experiences from 1 to 5 years beyond the in- 
ternship in preparation for specialty board eligibi- 
lity. There are no university or other degrees 
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Tastz 3 (McKittnick, 1958) 


Both resi- 

Hospitals approved Only Only dency and 

for training now internship residency internship 

Percentage of total 10 38 52 


offered for these courses like our M.D, M.S., etc. 
which we call ‘post-graduate degrees’. The Coun- 
cil on Medical Education and Hospitals of the 
American Medical Association has constituted 
specialty boards in various subjects, like the 
National Board on Surgery, Medicine, Pathology, 
etc. There are 19 such boards constituted and the 
primary purposes of the specialty board are (1) to 
lay down the standards for qualifications of train- 
ing ; (2) to examine the suitable candidates who 
voluntarily submit after the prescribed period of 
training ; (3) to grant certificates for successful 
candidates, etc. ; (4) to recognise places for such 
training. There are 28 categories of specialties and 
sub-specialties under the various American specialty 
boards (J.A.M.A., 1958 a). To mention a few of 
the unfamiliar specialties here ; allergy, aviation 
medicine, proctology, occupational medicine, pul- 
monary diseases, plastic surgery, urology, thoracic 
surgery, neurology, gastroenterology, cardiovascu- 
lar diseases, public health, etc. The total number 
of positions. offered under residency programme is 
30,595 for 1958 (J.A.M.A., 1958 a). 


Post-GRaADUATE COURSES FOR PHYSICIANS 


After the basic physician finishes his internship 
and residency this is the third phase of his train- 
ing. This is called the post-graduate medical 
education in America. It would be confusing to 
understand this American term for a newcomer 
from India where ‘postgraduate’ is used in a dif- 
ferent sense as explained already. The post- 
graduate courses are short and consist of planned 
activities for doctors of medicine intended to 
‘refresh’ practising physicians in various aspects of 
their basic medical education, to provide informa- 
tion in new developments and recent advances in 
medicine, thereby stimulating further educational 
efforts of the participants. 

No degree or diploma are awarded for these 
courses. Various medical schools, hospitals, 
medical societies present these courses all over 
different states. During 1955-56, there were 886 
post-graduate medical courses held in the U.S.A. 
and attended by over 37,000 physicians. This 
shows the great popularity of these courses. 
(/.A.M.A., 1958 c). Information regarding these 
courses can be obtained for the coming year from 
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the Council on Medical Education and Hospitals, 
American Medical Association, 535 North Dearborn 
Street, Chicago 10, Illinois, U.S.A. 

It would be interesting to mention a few of the 
44 subjects offered under these courses: Electro- 
cardiography, electroencephalography, endocrino- 
logy, neurology, malignant disease, physical medi- 
cine and rehabilitation, radio isotopes, pulmonary 
disease, peripheral vascular disease, basic sciences, 
allergy, anaesthesiology, etc. 


Some Frnanctat, Aspects oF MEpDICcAL 
EDUCATION IN AMERICA 


The financial resources of the institution in 
America are very sound and there are extra 
mural sources of income (Moore, 1959), besides 
the fees collected from the students. Also there is 
support from the government both to the public 
and private institutions. This financial support 
has greatly stimulated research and training. 

The expenditures for a 4 year school average 
between 2°370 million, to 2°443 million for 1957-58 
U.A.M.A., 1958 b) for running the institution. 

The preclinical faculty derives its income 


exclusively from university sources. The clinical 


faculty consists of the following groups : 

1. Academic full time: Derives his entire 
income from his university salary. His fees to thc 
patient are collected by the school. 

2. Geographic full time: All income earned 
from patients. 

3. Part time : Comes several days a week to the 
college and receives a stipend for teaching. 

4. Volunteer part time: No money paid by 
the institution. 

It should be observed that in America there is 
no free medical service at all except in Veterans 
Administration. Hospitals where war-returned 
people only are admitted. All hospitals charge on 
bills to every inpatient. For those limited number 
who are declared to be too poor to pay, their bills 
are paid by the Welfare Departments of the local 
and/or state or districts in which they live. Some 
may also be paid by the Welfare branch of the 
Department of Health, Education and Welfare of 
the Federal Government of Washington. Thus 
from the academic full time faculty member, the 
institution gains a lot. 

Cost of basic medical education to student is 
shown in Table 4. The rates will vary widely 
from private to public schools. 

The addition of microscope to these items will 
on an average be about 200 dollars in a public 
school per year (§1°00=Rs. 4°73). _ It will be about 
Rs. 9,460. 


4 (J.A.M.A., 1958b) 


"(Public schools 


Privately 
Non- 
schools Resident ‘dent 
Tution fee aut $1002 $ 500 $ 836 
Room and board ... »» 306 »» 765 » 765 
Books and supplies » 150 » 130 » 130 
Total ... $1958 $1395 $1731 


ForgiGN MepicaL GRADUATES IN AMERICA 


During 1957-58, 7,622 physicians from 90 
foreign countries participated in the medical edu- 
cational programmes as interns or residents or visi- 
tors. Hitherto almost everybody was taken in these 
programmes but now the Education Council for 
the U.S:A. Hospital Programme for Foreign Medi- 
cal Graduates conducts an examination which must 
be taken by all such people’ before January 1, 1960. 
Unless one succeeds, he is not eligible for parti- 
cipation in the future. 


EXPERIMENTATION IN EDUCATION 


From the history of evolution of the American 
Medical Education it would appear that the old 
schuols were started on the European or British 
style on the basis of apprenticeship-preceptor 
system, the first medical school of the genuine 
university type in the U.S.A. was the John 
Hopkins Medical Schooi started in 1893. 

The American Medical Association through its 
Council on Medical Education, The Association 
of American Medical Colleges, The Carnegie 
Foundation for Advancement of Teaching, and 
finally Flexner’ Report (1910) have since remark- 
ably changed the original situation. The advances 
in scientific knowledge, society and environment 
in America with need for constant study and 
revaluation have brought about experimentation in 
medical education. 

As a result of these experiments many changes 
in curricula are noticeable in different universities. 
Notable among these changes a few can be stated : 

1. The Western Reserve University since 12 
years has brought about a complete reorientation 
of the entire undergraduate medical curriculum, 
bringing about integration of the knowledge of the 
structure of the body and its functions with a 
research approach and using ‘the multidiscipline 
laboratories’ (Patterson, 1956; Spillman, 1958). 

2. The Duke University has another, a pro- 
gramme designed to produce physicians who are 
skilled medical research scientists to “evidence 
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research bent on an enquiring, critical and original 
mind’’, 

3. Wisconsin preceptorship programme—to 
make a better physician—in operation for 30 years. 

4. Washington University focusses attention 
on basic sciences during clinical years. 

5. Buffalo School of Medicine introduced the 
need for familiarity with educational principles and 
techniques among teachers. 

6. Comprehensive care and teaching pro- 
gramme in Cornell (Merton et al, 1956) incor- 
porates the studies in the sociology of medical 
education. 

7. The Yale University insists on a disserta- 
tion to be submitted by the student at the time of 
M.D. examination. This should be based on the 
piece of research which he carried out in a ‘block 
research of 12 weeks’ allotted for the purpose. 

8. A seven year course programme of the Johns 
Hopkins University School of Medicine (1957) 
combining A.B. and M.D. degrees. 


DISCUSSION 


The dilemma of the vast amount of knowledge 
growing in the medical field is answered by a life 
long educational experience in the United States 
by four general periods: (1) Premedical period to 
prepare a sound general knowledge for 12 years ; 
(2) Four years of undergraduate medical study ; 
(3) Followed by graduate education of internship 
and residency ; (4) Postgraduate education on 
entering the profession for keeping abreast with 
new developments. 

There is a greater integration of university and 
medical schools in America for the advancement of 
higher knowledge and research with a high aca- 
demic atmosphere. In this respect we are lacking 
very much in India and there is much to endorse 
the opinion of Pandit (1959). ‘‘It is not beyond our 
resourcefulness to bring about a closer integration 
of medical colleges and their associated teaching 
hospitals with their respective universities.’’ And 
it is also pertinent to point out the remarks of 
Allen Gregg, ‘“The nature of relationships between 
medical colleges and universities are depressingly 
formal, tenuous and unproductive’. 

There is emphasis on basic sciences and high 
fundamental research in biochemistry, biology, 
genetics. The scientific method and research ap- 
proach (Ham, 1958) have not only found place in 
clinical and non-clinical fields but also found appli- 
cation to programmes in medical education, health 
services and patient care. This current trend of 


research approach in medical education and success 
are made possible by the backing of economic and 
industrial wealth in America. If freedom and 
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democracy have pervaded every walk of life in 
America, the medical education is no exception. 
Freedom has been exercised, with the good will of 
the A.M.A. through its Council of Medical 
Education, to experiment with the various pro- 
grammes of curricula in undergraduate education 
and the democracy of the faculty has enabled it to 
implement and evaluate it with the largest inter- 
departmental cooperation of men and integration of 
ideas. 
Freedom also found a choice in electives and 
educational opportunities of the student who 
is helped to develop a logical and critical approach 
to unfold his talent to ‘self-education’. 

My study of the American medical education 
will be incomplete without a discussion on its 
suitability and applicability to India. 

It is noticeable in the American curriculum that 
sufficient emphasis is not laid on tropical diseases, 
epidemic diseases like cholera, smallpox, etc., and 
nutritional diseases, which are necessary for an 
Indian student under rural conditions. These 
diseases are all controlled and no more exist in 
America. The economic and material resources of 
India at present do not permit of costly equipment 
in diagnosis and research. The recommendations 
and special objectives of medical education in India 
as laid down by the Bangalore Conference (1951) on 
Medical Education in India are worth remember- 
ing before attempting to change and reorientate 
the existing medical education in India. It must 
be admitted that the old ‘British System’ of 
medical education still existed in India in a static 
condition, despite dynamic changes brought out in 
Britain itself. I hawe only to repeat what I already 
stated in my reports to the I. C. A. (Ramanarao, 
1959), that ‘‘One should not be blown away in the 
whirlwind of the enthusiasm of the conference and 
impression of American medical education, one 
should not blind his eyes to the néeds of one’s own 
country, people, its environment, resources and 
conditions, and objectives based on these, having 
no doubt with reasonable perspective for ideals, 
one should pursue the best of these objectives 
under such circumstances without fear of false 
prestige or compulsion’’. 

In conclusion it must be said that the philo- 
sophy of changes, trend and progress in American 
medical education are stimulating enough to 
broaden the outlook of a medical educator. 


SuMMARY 
1. A broad account of the American medical 
institutions, and entrance requirements are pre- 
sented with factual data. 
2. The medical student in America, his curri- 
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culum, his financial expenditure and his research 
as well as other participations in the courses are 
related. 

3. The various phases of undergraduate, 
graduate and postgraduate medical educations are 
explained. 

4. Experiments in medical education and 
research trend have been discussed. 

5. The impact and value of this study as 
regards its application to the Indian subcontinent 
have been outlined in the discussion. 
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CASE NOTES 
A RARE CONGENITAL ABNORMALITY 
OF THE TESTIS 
S. B. RATH, 
Cuttack 


A Hindu, male, aged 22, came with the follow- 
ing complaints: A swelling in the scrotum which 
could be reduced into the abdomen when pressure 
was applied over it. There remained nothing in 
the scrotal sac after the reduction. Both sides of 
the sac were then found empty, and no testis could 
be detected in either sac. 

The patient has got this trouble since his birth. 
He is unmarried and has normal sexual urge and 
seminal discharge. The patient has one sister who 
is married and has a female child. No one in his 
family has any abnormal sexual behaviour. 

The patient is of average build, and the 
secondary male sexual characters, i.e., moustache, 
beard, pubic and axillary hairs, are well developed. 

On imspection, the scrotum with the hernial 
contents was found to be the size of a big cocoa- 
nut, but when the hernia was reduced, it hanged 
like an empty bag. The penis was of average size. 

On palpation there was a feeling of softness. 
On pressure the hernia was reduced with gurgling 
sound through the left inguinal canal. No testis 
was felt inside the scrotum. 

Operation notes—The patient was operated on 
for left inguinal hernia on 4-3-60 in the City 
Hospital, Cuttack. During operation, it was re- 
vealed that the hernial sac contained a fully grown 
uterus (3” x 2)” x 1#”) together with fully develop- 
ed fallopian tubes having fimbriated ends, two 
round ligaments, and broad ligaments—all covered 
with peritoneum and attached to the inner aspect 
of the sac. At the position of ovaries, there were 
found two lumps each of which looked like a testis. 
Although half the size of a normal testis, it resem- 
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Fig. 1 ( Trachoma stage | )—Showing uniformly distributed Fig. 2 ( Trachoma stage IT )}—Showing upper tarsal conjunc- 
pre-follicles on upper tarsal conjunctiva and small follicleson _tiva studded with follicles and papillae. Marked pannus in 
the limbus. the upper part of the cornea. 


Fig. 3— Showing Herbert's pits— pathognomonic of Fig. 4—Showing non-trachomatous follicles in lower fornix. 
trachoma. The upper tarsal conjunctiva is healthy. 


Fig. S—Showing non-trachomatous follicles in upper fornix Fig 6-—Showing non-trachomatous follicles at the angles of 
( of case shown in Fig. 4 ). upper tarsal conjunctiva. Middle third of the tarsal plate is 
free from follicles. 


Grover—Diagnosis and Treatment of Early Trachoma ( p. 57) 
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Fig. 1—Showing normal secondary Fig. 2—The field of operation showing (1) testis in the position of ovary, 
sex characters. (2) fimbriated end of fallopian tube, (3) fallopian tube and (4) body of the uterus. 


RatH—A Rare Congenital Abnormality of the Testis ( p. 70) 


Fig. 1—Skiagram in Trendelenburg posi- Fig. 2—Skiagram in toe-touch position showing oesophageal reflux and 
tion showing no herniation. hiatus hernia. 


Dvivepi—Toe-touch Position in the Diagnosis of Hiatus Hernia ( p. 73) 
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bled the testis in shape, contour, consistency and 
colour (Fig. 1, vide Plate). 

As the operation was conducted under local 
anaesthesia, drastic manipulations were not pos- 
sible. The question of removal of the ‘lump’ was 
not considered as it might affect the patient's 
manliness and potency. So the redundant portion 
of the sac was cut away and the cut-end of the 
sac was anchored near the internal ring. The 
canal was repaired and the wound closed as in a 
normal case of inguinal hernia. The entire post- 
operative period was uneventful and the stitches 
were removed on the seventh day with good union. 
After full recovery the patient’s seminal fluid 
(which he himsel collected) was examined and 
found to contain no spormatozoon. 

The patient has been referred to the S.C.B. 
Medical College Hospital for further investigation. 
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TOE-TOUCH POSITION IN THE DIAGNOSIS 
OF HIATUS HERNIA* 


M. S. DVIVEDI, B.s., 


Lecturer in Radiology 
Gandhi Medical College, Bhopal 


INTRODUCTION 


Radiological demonstration of hiatus hernia in patients 
referred by clinicians with a very suggestive history of 
the lesion has always been a problem. Majority of these 
cases are being correctly diagnosed since Shanks (1948) 
stressed the importance of routine screening of these 
patients in Trendelenburg position; still quite a few cf 
them are being missed. To minimise the number of 
such missed cases, many workers, notably, Lawyer and 
McCreath (1951), have been using the true lateral and 
erect toe-touch positions, in addition to examination in 
Trendelenburg position. Conway Hughes (1956) could 
not find increased incidence of oesophageal reflux by 
toe-touch position, but Carmichael (1959), in his bariam 
meal series of 2,040 cases, could demonstrate hiatus 
hernia in 92 cases by employing toe-touch position and 
only 73 cases by Trendelenburg position, thereby stress- 
ing the importance of the former in demonstrating 
hiatus hernia. 


*Case presented at the monthly meeting of Bhopal 
branch of the Indian Medical Association. 
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TECHNIQUE 

After the patient has taken the barium meal and 
been screened in Trendelenburg position, he is made to 
stand in lateral position so that his left side is nearest 
to the screen. The patient is then asked to bend 
forward and try to touch the toes. During this manoeuvre 
the intra-abdominal pressure is the maximum. The 
patient is screened during this period for any evidence 
of hiatus hernia. 


Case Report 


P. C., Hindu male, aged 45, was admitted to 
the Hamidia Hospital, Bhopal, on 1-2-60 with the 
complaints of pain in the abdomen, repeated attacks 
of haematemesis, severe retching, belching and 
retrosternal burning. He was referred to the 
author for barium meal examination which was 
done on 9-2-60. 

A big ulcer niche was found along the lesser 
curvature near the cardia. Since his history was 
suggestive of hiatus hernia he was screened in 
Trendelenburg position which did not reveal any 
oesophageal reflux (Fig. 1, vide Plate). The 
examination in toe-touch position revealed marked 
oesophageal reflux and a hiatus hernia (Fig. 2, vide 
Plate). 


Discussion 


The contention that sliding hiatus hernia can always 
be demonstrated by screening the patient in Trendelen 
burg position is fallible and no more tenable. The prac- 
tical value of this simple manoeuvre is well demons- 
trated by the case reported above, in which hiatus 
hernia was not demonstrated in Trendelenburg position. 
while it could easily be demonstrated by toe-touch posi- 
tion, and, as such, it should be employed routinely in 
all cases of suspected hiatus hernia. 


SumMMaARY 


The importance and practical value of the technique 
of toe-touch position in the diagnosis of hiatus hernia 
has been stressed. A case in whom the hernia was 
missed in Trendelenburg positio: and visualised in toe. 
touch position has been reported. 
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HUMAN EXPERIMENTATION : 
A WORLD PROBLEM 


Modern medicine has developed by a process of 
evolution. It began with observation of facts, 
collection and comparison of data, and framing of 
hypotheses by inductive reasoning. Hippocrates, 
the master clinician and father of modern medi- 
cine, introduced what we call observational re- 
search. It was Galen who later introduced experi- 
mental physiology which culminated in the epoch- 
making discovery of the circulation of blood by 
William Harvey by animal experimentation. 

While animal experimentation has laid the 
foundation of anatomy and physiology, human 
experimentation has confirmed and extended this 
knowledge. With the purpose of alleviating 
human suffering, the surgeon experiments on a 
series of living human subjects and finds out his 
figures of success or failure to justify such experi- 
ments. Other workers introduce modifications of 
the original technique for a lower percentage of 
operational mortality and an improvement in the 
result. Similarly, pharmacologists and chemists 
introduce new drugs whose efficacy is tried clini- 
cally on human subjects. Today human experi- 
mentation has become necessary in order to pro- 
vide proof of ‘efficacy of a method or drug’ because 
‘what goes for a mouse does not always do far a 
man’. 

These experiments on human beings raise a 
moral problem. Controlled clinical trials are thus 
undertaken for the benefit of future generations 
of patients, and not expressly for the benefit of the 
persons undergoing such trials. For example, the 
BCG vaccine was introduced in 1922, but it took 
34 years of experimentation by the Medical Re- 
search Council to prove its usefulness in prevent- 
ing tuberculosis. Similar was the case with trials 
with penicillin, streptomycin and other life-saving 
drugs. Clinical science has developed from this 
campaign of trial and error. It has given mankind 
a control over disease which was undreamt of a 
century ago. Controlled clinical trial is the only 


way to demonstrate. the benefits and risks of a 
drug or an operation, which on prima facie grounds 
holds out hopes of being beneficial. 

At the Nuremberg trials (of the War Criminals) 
the rules governing such human experiments were 
clearly formulated and were known as the Nurem- 


berg Code. As there is no element of force and/ 
or deceit in the investigations cited above, it satis- 
fied the principles of the Nuremberg Code. But 
the ethical danger of these collective investigations 
is that ‘for the good of society’ the individual tak- 
ing part in the trial is lost sight of. There are 
volunteers and volunteers for such experiments. 
Inmates of penitentiaries have sometimes ‘agreed’ 
to subject themselves to experiments, and many 
experiments have also been done on them with 
the aim not of doing them good but of seeking in- 
formation which would surely ‘yield fruitful results 
for the good of the society’. This is an anomalous 
position, for the doctor’s ethic has always been 
based on his duty to care for the individual—to 
keep him well when he is healthy, and to treat 
him according to the art when he is ill. The 
fallacy of the Nuremberg Code lies in the fact that 
the investigator in search for the truth can always 
claim that what he is doing is for the good of the 
society instead of the individual. Referring to the 
question of consent, Sir Harold Himsworth of the 
British Medical Research Council observed that 
owing to the special relationship of trust which 
exists between a patient and his doctor, most 
patients will consent to any proposal that is made. 
Further the considerations involved are nearly 
always so technical as to prevent their being 
adequately understood by one who is not himself 
an expert, and nearly always the doctor’s judg- 
ment will be accepted by the patient as decisive. 
A special responsibility thus lay upon scientific 
societies, and editors of scientific journals, in view 


. of the high degree of specialisation of medical 
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knowledge. 

The zeal for basic research in medicine has led 
to an expansion of human experimentation within 
our ethical and moral concepts, although it is stil! 
considered as extra-legal in character. The follow- 
ing generalisations have been accepted in the choice 
of subjects : 

1. It is not often possible directly to transfer 
observations made on normal individual to the sick. 

2. Individuals who may die suddenly or who 
seem to be in imminent danger of death should not, 
under ordinary circumstances, be chosen as subjects 
for experimentation, however harmless the planned 
procedures may be. 

3. It is usually unwise to study a therapeutic 
procedure in an individual who has also a disease 
unrelated to the expected therapeutic effects ; and 

4. Lay subjects, sick or well, are not likely to 
understdnd the full implications of complicated 
procedures even after careful explanation. The 
potential risk which may be involved in the conduct 
of the experiment shonld be fully explained to the 
volunteer subject. 
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Laboratory personnel and medical students are 
not generally good choice of subject, because being 
‘captive’, they are nonetheless amenable to certain 
kinds of subtle coercion or pressure. As civil 
prisoners may be liable to flagrant or subtle, and 
direct or indirect coercion, they also should not be 
selected. Rewards or full pardon should not be 
held out to prisoners or other categories. The 
Defence department of the U.S.A never permit the 
prisoners of war for human experimentation. 

From the standpoint of the medical profession 
the investigator should be a well trained and ade- 
quately qualified scientist bent on solving a scienti- 
fic problem. The importance of the project must 
also be commensurate with the risk involved. It is 
unethical and immoral to carry out potentially 
dangerous experiments without the subject’s know- 
ledge and permission. The individual should not 
be subordinated to the community as the latter 
exists for the man. The US Public Health Service 
has adopted the Nuremberg Code’s 10 points. The 
Judicial Council of the American Medical Associa- 
tion has suggested the following three principal 
requirements for human exprimentation : 

1. The person on whom the experiment is to be 
performed must give voluntary consent ; 

2. The danger of each experiment must be 
previously investigated by animal experimentation ; 
and 

3. The experiment must be performed under 
proper medical protection and management. 

The ‘Wigger’s Statement’ published in the 
Alumni Bulletin of Western Reserve University, 
1950, restated the 10 points of the Nuremberg Code, 
with the following extensions or additions : 

“1. Human experiments should not be pro- 
jected until their necessity has been unquestionably 
established and a feasible humane procedure for 
their conduct has been formulated ; 

2. The scientific, ethical and legal considera- 
tion pertaining to contemplated studies on human 
subjects should, whenever possible, be reviewed 
and approved by a group of colleagues who will not 
participate in the investigation ; and 

3. The investigation should be so conducted 
that legal liability under malpractice or personal 
injury laws never comes into question.’’ 

The spiritual aspect of human experimentation 
is summarised in the Commandment: ‘“Thou shall 
not kill.”” No ‘superior motive’ can justify the 
arbitrary reduction in the integrity of the power 
to live. No one has the right to mutilate himself 
or to allow excessive risks in undergoing dangerous 
experimentation. Pope Pius XII wrote ‘“‘We must 
note than man in this personal being must not be 
subordinate to the community, on the contrary, 
the community exists for the man”. The doctor 
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should work in the ‘‘interest of the patient’’ 
(Hippocratic Oath), ‘‘the health of my patient 
should be my first consideration’’ (Declaration of 
Geneva, 1948). Therefore, the moral and spiritual 
competence of the doctor remains the most im- 
portant factor. 

In India, inmates of prisons, mental institu- 
tions, etc., are not used as subjects for human 
experimentation. Patients also are not used for 
investigations which have no relation to the condi- 
tion for which they have been admitted to the 
hospital. 

The problem of human experimentation is a 
very complicated one. To forbid all experimenta- 
tion in the human would be easy, but not a solu- 
tion. Because, without experimentation modern 
medicine could not progress and would fail to 
benefit humanity by fighting disease. A modern 
doctor should follow Hippocrates in his compas- 
sionate care for the sick. So long as the research 
worker is imbued with the Hippocratic ideal, this 
and his conscience should be a sufficient guide. 
The guiding principles of human experimentation 
may be summarised as follows: It should be 
accepted that the furtherance of medical research 
in itself is a highly ethical aim, and that a certain 
element of experimentation is inherent in every 
medical activity. As long as such experimenta- 
tion does not involve more risk or causes more 
discomfort than any accepted routine medical treat- 
ment, it is justified. Investigations carrying more 
discomfort than ‘normal’ are only justified under 
certain precautions. There must also be a reason- 
able chance that the knowledge to be gained by 
the research will help to conquer the disease from 
which the patient himself is suffering. The 
volunteers (healthy controls) should be explained 
about the risks of experimentation and their con- 
serft has to be obtained. The ideological structure 
of the community is also an important factor. 
Special consideration must be given to the use of 
inmates of prisons or institutions for the mentally 
retarded or disturbed individuals for controlled 
experimentation. The atrocities committed in 
German concentration camps by ‘doctors of infamy’ 
during the second world war are examples of the 
most extreme degree in human experimentation 
committed on helpless human beings. 

International consultation is necessary for 
developing a general code which would serve the 
best interest of science and mankind in the realm 
of human experimentation. As no country has 
any law prohibiting or specifically controlling 
human experimentation, it is for the World 
Medical Association, representing all national 
medical associations, to formulate the basis of an 
ethical code on experimentation on human beings. 
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GENERAL PRACTICE DIGEST 


EMERGENCY BLOOD GROUPING 


On the surface of the red blood cells are a number of 
different blood group substances or agglutinogens; and 
in the plasma or serum are one or more agglutinins or 
antibodies. A serum containing an anti-A agglutinin, 
when mixed with cells bearing the agglutinogen-A, will 
react specifically with those cells in such a way that 
they are attracted together to form clumps or agglutin- 
ates. Cells which do not carry the agglutinogen-A ase 
unaffected and remain evenly distributed. Similarly, sera 
containing other agglutinins such as anti-B or anti-D 
will react specifically with cells bearing their correspond- 
ing agglutinogens. Although nine separate blood group 
systems are recognised, only the ABO and Rh (D) groups 
are of clinical importance in the majority of cases. 


REAGENTS ReQUIRED 


Grovrtnc Sera—A stock of anti-A, anti-B, and anti- 
Rh (D) sera are required. 

Any ‘instruction for use’ issued by the manufacturers 
with the grouping serum should be carefully followed. 
Fluid sera should be stored in freezing cabinet ; and dried 
sera may be stored at room temperature. The expiry 
date should be verified. 

Biocp Sampius—(i) The patient—The patient’s red 
cells will be required for grouping tests, and his serum 
for the matching test. 

About 2 to 10 c.c. of venous blood is taken into a 
sterile contaitier and allowed to clot. When the clot has 
retracted the serum is removed from the matching test; 
and cells can then be obtained by poking a wooden 
applicator stick into the clot and transferring about five 
drops to a test tube containing 1 c.c. of normal saline. 

(2) The donor—A donor of the same ABO and Rh 
group as the patient should be chosen and therefore his 
cells only will be needed. 

Five drops of blood should be taken into 1 c.c. of 
normal saline by pricking the donor’s ear lobe or finger. 

APPARATUS-—The grouping and compatibility tests are 
best done on glass microscope slides, which should be 
clearly labelled with the name of the person being 
grouped and with the antiserum being used. Contamina- 
tion will spoil the tests. After use with one serum the 
Pasteur pipette should be rinsed three times in tap water 
and in normal saline before the next serum is taken up, 
and this rinsing is repeated each time a move is to be 
made to a different serum or cell suspension. 


ABO GrovuPING 


Label one microscope slide for each person who is to 
be grouped. One drop of anti-A serum is placed to- 
wards the left end of each slide and one drop of anti-B 
nearer the right end. One drop of patient’s or donor’s 
cell suspension is added to each drop of serum on one 
alide and is mixed by gentle rocking and rotation of 
the slide. 

When a potent grouping serum is used aggtutinates 
about the size of grains of red pepper may begin to appear 
within half-a-minute, but when no clumping is visible, 


even when viewed against a white background, the 
gentle rocking of the slide must be continued for not 
less than five minutes before one can say with confi- 
dence that no reaction is occurring. A microscopic check 
of the naked-eye appearance is advisable to confirm a 
negafive result. 

1. Cells agglutinated by anti-A but not by anti-B 
belong to group-A. 

2. Cells not agglutinated by anti-A but agglutinated 
by anti-B belong to group-B. 

3. Cells agglutinated by anti-A and anti-B belong 
to group-AB. 

4. Cells not agglutinated by anti-A or anti-B belong 


to group-O. 


Rua 


One drop of anti-D serum (which is known to be 
suitable for the slide test) is placed on a glass slide and 
to it is added an equal drop of a thickish cell suspension 
or a drop of whole blood. After thorough mixing with 
the clean end of an applicator stick the slide is held over 
an opal glass electric light bulb and is gently rocked and 
rotated. The light provides the necessary warmth for 
the test and makes the reading easier. 

A good serum will agglutinate D Rh-positive cells 
within a minute or two, but apparently negative results 
should be scrutinised for five minutes after which time 
the effects of evaporation may begin to confuse the 


appearance. 


ABO aNp RH GROUPING BY ‘ELDON CARDs’ 


These cards are prepared by the Nordisk Insulin- 
laboratorium in Denmark. 

On the surface of each card a drop of anti-A, anti-B, 
and anti-D grouping serum has been dried. A drop of 
water is used to reconstitute each serum and a care- 
fully measured drop of whole blood obtained by ear-prick 
is well mixed with each serum. The card is tilted back 
and forth for three minutes and examined for the pre- 
sence of agglutinates. 

(Any departure from Eldon’s prescribed technique will 
increase the risk of false reactions and during long 
and improper storage of the cards the sera may become 
inactive.) 


Tse CompaTiBinity OR Direct Matcninc Test 

A test of compatibility between the patient’s serum 
and the donor’s cells must be done every time a bottle 
of blood is to be transfused. 

Two drops of the patient’s serum are placed with two 
drops of the donor’s cell suspension in a small test tube 
and are thoroughly mixed. If a centrifuge is available 
the tube should be spun rapidly for three minutes, after 
which the cells are transferred by Pasteur pipette to a 
glass slide and a microscopic search made for aggluti- 
nates which would indicate incompatibility. 

If no centrifuge is available the contents of the test 
tube will require longer for their interaction at room 
temperature—at least ten minutes and preferably thirty 
minutes should be allowed before the results are read. 

If no tubes are available the drops can be mixed on 
a glass slide which should be placed in a Petri dish 
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containing moist cotton-wool to prevent evaporation 
during the thirty minutes before the microscopic reading. 

Even if the clumps consist of only 4 or 5 cells the 
blood must be regarded as incompatible and a further 
donor matched. 

Even if group-O blood has to be transfused to patients 
of group A, B, or AB, a “minor matching test” in 
which the patient’s cells are mixed with donor's serum 
should be included in the tests of compatibility. 


—(Condensed from an article by Jean Grant, M.x., 
F.R.C.P. (BD.), Oxford—Pract., 183: 652, 1959. 
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Evaluation of Chlorothiazide in Hypertensive Patients 

Barters, C. C., Evans, J. A. anp R. C. 
(J.A.M.A., 170: 1796, 1959) from the Department of 
Internal Medicine, Lahey Clinic, Bostorf, from a study 
of 65 hypertensive patients treated with chlorothiazide 
observe : 

A definite hypotensive effect was observed in 80 per 
cent of the patients. This effect was more pronounced 
in patients with severe hypertension and in those receiv- 
ing gangion blocking agents; it was most pronounced 
in patients who had previously undergone splanchmni- 
cectomy. 

Of the 23 patients who had formerly required gang- 
lion blocking agents, 12 were able to discontinue that 
therapy and an additional 6 were able to reduce the 
dosage to one-half or less when chlorothiazide was ad- 
ministered. 


Genital Tuberculosis 


Boss, S. (J. Obst. & Gynaec. India, 10: 12, 1959) 
from the Department of Obstetric & Gyanaecology, Eden 
Hospital, Medical College, Calcutta, reported a series of 
80 women with genital tuberculosis. This involvement 
was tubal in 43, endometrial in 26, and cervical in 11. 
Cervical lesions were commonest in the age group 21 to 
30 years. Of those with tubal involvement 15 had tnber- 
culous peritonitis. Only six had pulmonary lesions asso- 
ciated with endometrial tuberculosis. There was no in- 
stance of urinary or skeletal involvement in the series. 
The lesions were mostly miliary with isolated tubercles 
and peritoneal nodules. Sixteen had matted tubo-ovarian 
masses with dense adhesions. Pyosalpinx containing 
caseous material and few adhesions was found in only 
one patient. The endometrium presented a normal ap- 
pearance on gross examination in most patients. Ulcera- 
tive and proliferative cervical lesions were equally dis- 
tributed and four were erroneously diagnosed carcinoma. 
In nine sterility was the primary complaint and others 
were found to have been infertile for several years. 
Menorrhagia or metrorrhagia was present in 34 and 
amenorrhea in 13. Ten had abdominal pain and 13 had 
distention associated with involvement of the pelvic 
peritoneum. Only four had low-grade fever and debi- 
lity. 

The usual treatment initially consisted of 1 g. of 
streptomycin and 10 g. of PAS daily for three months; 
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150 to 200 mg. of isoniazid was given daily if no appre- 
ciable improvement occurred or toxic manifestations ap- 
peared. An operation was performed only when the 
diagnosis was in doubt (8) or the patient did not respond 
to medical treatment (25). Twenty had panhysterectomy ; 
in 9 there were extensive miliary tubercles on the peri- 
toneum, omentum, and intestines and the abdomen was 
closed after peritoneal instillation of streptomycin; 2 had 
salpingectomy; and 2 had an amputation of the cervix. 
Intensive antitaberculous treatment was continued during 
the postoperative period. There were no deaths. 


Streptokinase and Streptodornase in Postoperative 
Vaginal Discharge 

ReMine, W. H. Murrny, T. R. (Proc. Staff’ Meet. 
Mayo Clinic, 34: 459, 1959) of the Section of Surgery, 
Mayo Foundation, write : 

Streptokinase-streptodornase was used as the only 
local instillation in the case of 100 women who had had 
vaginal hysterectomy and repair of a cystocele. The in- 
dication for its use was the post-operative presence of 
a profuse, foul-smelling vaginal discharge noticed by the 
patient herself or by attendants. The medicament in 
the form of a thin jelly, was administered by a syringe 
through a catheter placed im the vagina. The proper 
consistency was obtained by mixing one vial of varidase 
in 20 ml. of water and adjusting the viscosity to the 
syringe by adding standard hospital lubricant jelly. The 
patient was kept flat in bed for half an hour after instil- 
lation. Treatment usually was begun on the fifth or sixth 
postoperative day and was continued for 2 or 3 days 
thereafter. 

The results were most gratifying. In 87 of the women 
so treated, the foul-smelling discharge was completely 
eliminated. In an additional eight patients the dis- 
charge was considerably decreased, and in only five cases 
was there no appreciable relief. There was no instance 
of bleeding or other complication. Most patients obtain- 
ed their good results with only two instillations, and 
none required more than three treatments. 


Treatment of Tuberculous Meningitis 


Tuberculous meningitis has a high mortality and inci- 
dence of relapse and of irreparable sequelae unless it is 
vigorously treated. Whether intrathecal therapy is essen- 
tial is undecided, for no controlled trial has been re- 
ported. The need for such a trial is clear. Smith and 
her colleagues (Tubercle, 37 : 301, 1956) have stressed that 
the amnesia of the active phase of the disease is pro- 
found, but this Goes not preclude psychological trauma 
resulting from repeated lumbar punctures, which more- 
over entail a risk of secondary infection and damage to 
the cord besides much tire and labour. Lorber (Lancet, 
1: 1149, 1954) reported that administration of isoniazid 
enabled the course of intrathecal streptomycin to be 
shortened, but he noted that after withdrawal of strepto- 
mycin the cerebrospinal-fiuid (c.s.f.) picture might deter- 
riorate during isoniazid therapy. Smith et al (loc. cit.) 
could not determine the value of isoniazid because its in- 
troduction coincided with other changes in therapeutic 
regimen. Torres-Gost (Lancet, 2: 993, 1953) reported 
impressive results with intramuscular streptomycin and 
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oral and intrathecal isoniazid, but whether the intra- 
thecal therapy had any value cannot be determined. 
Estimations of isoniazid in the C.S.F. after oral admi- 
nistration suggest that it diffuses freely. The Scottish 
Joint Committee Trial (Scottish Joint Committee, Lancet, 
2: 756, 1957) was of three different schedules, but each 
included intrathecal streptomycin. Two new reports add 
a little to our knowledge. Wright (Quart. J. Med., 28: 
449, 1959) compared the results of treatment with intra- 
muscular and intrathecal streptomycin with those obtain- 
ed from intramuscular streptomycin, together, in some 
cases, with isoniazid and p-aminosalicylic acid (PAS). 
With the latter regimen the results were good, the 
survival-rate being 83-3 per cent; but would they have 
been better if streptomycin had been given intrathecally 
as well? Fyfe (Arch. Dis. Child., 34: 334, 1959) com- 
pared the results obtained by, on the one hand, intra- 
thecal injections of streptomycin and, on the other hand, 
no intrathecal therapy. The intrathecal course was short 
by the standards of many centres; and other drugs, such 
as steroids and PAS, were given to some patients in both 
groups, which were small. Fyfe is probably wise not 
to draw firm conclusions. 

Possibly compromise schedules have delayed definition 
of the best. Some may feel that the onus of proof now 
lies on those who advocate a course of intrathecal strep- 
tomycin therapy; but, since intrathecal therapy in the 
dose range used today seems unlikely to exert an un- 
favourable influence on recovery, a controlled trial, based 
on sequential analysis, could best be done by a centre 
advocating its discontinuance. In the treatment of other 
types of bacterial meningitis—particularly pneumococcal 
meningitis—where controversy persists about the use of 
intrathecal penicillin, similar trials are also overdue.— 
Lancet, 1: 274, 1960. 


Control of Lipaemia in Children with Diabetes Mellitus 


Sart, H. B., Wourr, O. H., Nestapt, A. anp LLovn, 
J. K. (Lancet, 1: 71, 1960) from the University Depart- 
ment of Paediatrics and Child Health and the Children’s 
Hospital, Birmingham, observe that in four previously 
untreated diabetic children, insulin therapy lowered the 
initially high values for serum triglyceride, B-lipoprotein 
lipid, esterified fatty acid, and phospholipid to normal 
within 24 to 48 hours. In one of the patients, in whom 
the serum-cholesterol level was initially high, insulin 
brought it down to normal. 

In four patients under established diabetic control, ob- 
servations of the diurnal variations of the various serum 
lipids and blood-sugar levels revealed *a relative cons- 
tancy of the lipid levels in the face of considerable varia- 
tion in blood-sugar. 

In thirteen diabetic patients under insulin control the 
effects of feeding unsaturated fats on the serum lipids 
were observed. Eight were given an emulsion of sun- 
flower-seed oil; this led to a lowering of serum B-lipo- 
protein lipid, esterified fatty acid, phospholipid, esterified 
cholesterol, and triglyceride concentrations to levels be- 
low the control levels. Five were given a diet in which 
most of the usual (animal) fat had been replaced by 
corn oil. The isocalorie change from the control to the 


corn-oil diet led to a fall in esterified cholesterol and 


B-lipoprotein lipid to about 60 per cent of the initial 
control levels, esterified fatty acid to about 75 per cent, 
and unesterified cholesterol and phospholipid to about 
80 per cent. 

In two patients on the corn-oil diet the effects of 
lessening the insulin dosage were observed. The choles- 
terol and phospholipid remained at low levels, but the 
diet did not prevent a rise in triglyceride, esterified fatty 
acid, and the w (chylomicron) lipid fractions. 

The hyperlipaemia of diabetes has similarities to that 
preceding atheroma in older non-diabetic subjects. It 
may play an important part in the causation of the 
vascular complications. 

Hyperlipaemia could not doubt be prevented by per- 
fect control of the diabetic process with insulin; but 
such control, however, desirable, is rarely if ever main- 
tained for long periods. As an additional controlling 
measure, a diet rich in unsaturated fat deserves long-term 


trial. 


Hemodynamic Concept of Atherosclerosis 

Texon, M. ( Bull. N. Y. Acad. Med., 36: 263, 1960) 
from New York University Post-Graduate Medical School 
gives in the following lines the summary of his observa- 
tions on haemodynamic concept of atherosclerosis : 

Hemodynamics has been presented as the primary 
factor in the development of atherosclerosis. A physical 
basis for occlusive arterial disease is offered. The laws 
of fluid mechanics determine the predilection for athero- 
sclerotic lesions. to occur at areas in the circulation 
characterised by converging boundaries, abrupt curva- 
ture, bifurcation, branching and external attachment. 
These are sites of relative decrease in lateral pressure 
in accordance with Bernouilli’s Theorem. 

The haemodynamic mechanism is described for inti- 
mal ulceration, intramural haemorrhage and dissecting 
haematoma occurring as complications in the pathogene- 
sis of atherosclerosis. ‘The haemodynamic concept applies 
to the circulation in the aorta and coronary arteries as 
well as to the arteries of the viscera and extremities. It 
also applies to the pulmonary artery and the venous cir- 
culation generally. 

The haemodynamic concept considers the velocity of 
blood flow and the nature and biological response of 
the tissues to be closely associated with the variations 
in degree of atherosclerosis among different individuals. 
The principal cause of variation in the severity of 
atherosclerosis appears to be due primarily to differences 
in hydraulic specifications. Additional factors are des- 
cribed. These may merely modify the primary hemo- 
dynamic mechanism. Atherosclerosis appears to be a 
sequel primarily of fiunid dynamics applied to the natu- 
ral conditions in the circulatory system. 


Unexplained Heart Failure in the Aged 

Ross, G. A. Wison, R. R. (Brit. Heart J., 21: 
511, 1959, Ref. J.A.M.A., 172: 735, 1960) write: 

When older persons die of heart failure, the clinician 
generally assumes that myocardial ischaemia is a factor, 
but sometimes the pathologist can neither confirm this 
diagnosis nor suggest any other adequate explanation. 
The authors collected data on such cases in the hope 
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of clarifying their aetiology. Their study was based 
retrospectively on 50 consecutive autopsies on patients 
who died, at an age of 70 years or more, of heart failure 
for which the clinician could find no adequate explana- 
tion. A proper assessment of the importance of various 
common conditions—hypertension, coronary disease, and 
brown atrophy, for example—required some standard by 
which to estimate their general incidence in the elderly. 
Each heart failure subject was, therefore, matched by 
the next person of the same sex and age (+ 3 years) 
who came to autopsy without evidence of heart failure, 
and also without any of the clinical conditions specified 
earlier as possible causes of heart failure. 

It was found that chronic failure of a structurally 
normal heart was common, and the authors do not con- 
sider it unreasonable to postulate that they may be 
dealing with a myocardium that has been weakened 
through some process connected with age itself. . The 
pathologist, by examination of the heart alone, cannot 


tell whether a patient has died of heart failure. Campbell ” 


has taught for years that he cannot distinguish between 
2 large hearts, both from patients with hypertension, 
one of whom has died after a road accident and the 
other after congestive failure. Inasmuch as one is 
already familiar in the aged with the paradox of failure 
of the mind and weakening of the limbs which are 
not refiected after death in any visible change in the 
brain or muscles, a similar obscure weakening may also 
affect the myocardium. Nevertheless, such a hypothesis 
must not be too readily adopted, lest it hide some cause 
of myocardial failure more specific than mere senility. 

On the basis of the autopsy findings, the authors feel 
that their patients can probably be divided into 3 aetio- 
logical groups: (1) those with former hypertension; 
(2) those with occult myocardial ischaemia; and (3) those 
with normal blood pressures and with hearts of normal 
appearance. This last entity can -perhaps be referred 
to as ‘senile heart failure,’ provided one recognises 
that the term ‘senile’ is purely descriptive and does 
not necessarily imply the absence of any more specific 
underlying cause. It is disappointing that this analysis 
has indicated no means of distinguishing in life between 
these very different types of cases. This difficulty, how- 
ever, serves a warning against the diagnosis of myo- 
cardial ischaemia in all cases of clinically obscure heart 
failure in the aged. Auricular fibrillation, which was 
common in all the aetiological groups and also among 
the control subjects, did not appear to be related to 
coronary disease. 


Pathogenesis of Infarction of the Right Ventricle 

Wave, W. G. (Brit. Heart J., 21: 515, 1950, Ref. 
J.A.M.A., 172: 735, 1960) writes : 

It is rare for the right ventricle to be predominantly 
affected in myocardial infarction, the relative involve- 
ment of this ventricle in 2 large series being 1-7 and 
3 per cent respectively. In this paper there are pre- 
sented the pathological and clinical features of 11 new 
cases of right ventricular infarction, the records of which 
were obtained from the Institute of Pathology of the 
University of Belfast. This constitutes the largest series 
of cases of this kind which has so far been published. 
Histological material was available in each case. For 


CURRENT MEDICAL LITERATURE 7 


comparison, ‘the corresponding gross pathological 
features in a consecutive series of 100 cases of left 
ventricular infarction investigated in this institute were 
also assembled. 

The author concludes that extensive infarction of the 
right ventricle is usually a direct result of an occlusion 
of the right coronary artery. Earlier occlusive lesions 
occurring in the anterior descending branch of the left 
coronary artery probably play a considerable role in the 
pathogenesis of this type of infarct. Since the right 
coronary artery is usually the dominant vessel on the 
posterior cardiac wall, there is frequently an extension 
of the infarct to the posterior interventricular septum 
and adjoining portion of the left ventricle. It is 
suggested that it is this extension of the lesion, rather 
than the involvement of the right ventricle itself, that 
coutributes to the high incidence of circulatory failure 
im these cases. Extension of the infarct to the right 
atrium is also relatively common. There is evidence 
suggesting that pulmonary hypertension plays an aetio- 
logical role in right ventricular infarction. When the 
thin-walled right ventricle becomes infarcted, the lesion 
is particularly liable to become transmural; hence, 
rupture, pericarditis, mural thrombosis, and pulmonary 
embolism are frequent attendant lesions. 

The histological features of right ventricular infarc- 
tion closely resemble those of left ventricular infarction. 
Without the assistasce of an electrocardiogram includ. 
ing right precordial leads, there is little chance of 
achieving a precise clinical diagnosis. The prognosis in 
patients with right ventricular infarction tends to be 
poor, and the increased risk of pulmonary embolism 
makes the use of anticoagulant therapy imperative, 
although the tendency for hepatic insufficiency to 
develop necessitates great care in its use. Several physic- 
logical factors acting throngh the imtercoronary colla- 
teral circulation are enumerated as being responsible 
for the relative immunity of the right ventricle to in- 
farction. 


Return to Work of Patients with Angina or 
Myocardial Infarction 

Green, R. S. anp Borouscn, B. L. (J.A.M.A., 172: 
783, 1960) from the Memorial Heart Laboratory, St. 
Mary’s Hospital, observe : 

In the experience of the authors it has never been 
necessary to resort to surgicel procedures to relieve a 
patient of anginal attacks. Considerations here outlined 
have led to a programme for building up collateral circu- 
lation in the coronary vessels in anticipation of even- 
tual coronary occlusions or excessive demands on the 
myocardium. It is insisted that the patient be under- 
weight. Factors inducing anginal attacks must be 
eliminated, and nitroglycerine must not be misused 
simply to escape the penalties of overburdening the 
heart. During subsequent rehabilitation the patient 
should be concerned more about returning to his job 
than to his advocations. In 13 years of experience with 
the type of patients here specified, relief from the 
symptoms of angina, even of the so-called intractable 
type, has been achieved in all patients who adhered to 
the plan, and most of them have returned to their 
former occupation. 
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CURRENT TOPICS 


LEADING CAUSES OF DEATH IN SELECTED 
COUNTRIES 


Ranking deaths from each cause in numerical order 
is a popular method of presenting mortality statistics. 
Though it has its limitations, it is the best method for 
answering the question ‘“‘What are the most frequent 
causes of death?”’, and the information obtained is use- 
ful in planning action to reduce mortality. The fact 
that only a few causes of death account for a large pro- 
portion of all deaths is of great significance, since 
specific measures undertaken to reduce mortality due to 
these causes might considerably lower the general mor- 
tality. 

‘In @ study published in the WHO Epidemiological 
and Vital Statistics Report (12: 109, 1959) causes of 
death have been ranked on the basis of the average 
antiual (1954-1956) number of deaths assigned to 41 single 
categories, or groups of categories, of the abbreviated 
list of 50 causes of death found in the seventh revision 
of the Internationa! Statistical Classification of Diseases, 
Injuries, and Canses of Death (WHO Manual, 1957, 
p. 381). 


The following countries were selected for this study : 


Canada Netherlands 
United States Norway 

Denmark Sweden 

Finland Switzerland 
France United Kingdom 
Germany Australia 


It has been for a long time the practice of these 
twelve countries to issue statistics of causes of death.* 
They also have good medical services, on which adequate 
registration of causes of death depends so much. 

The following interesting facts emerge from the 
study : 

1. The ten leading causes of death are responsible 
for more than 75 per cent of deaths in the selected 
countries, except in the Federal Republic of Germany 
and in France, where the proportion is somewhat lower, 
being 68-8 per cent in the first and 62:7 per cent in 
the second. 

2. Heart disease,t malignant neoplasms, vascular 
lesions affecting the central nervous system, and acci- 
dents are the most common causes of death in the select- 
ed countries, Which represent the developed areas of the 
world today. 

3. Heart disease appears as the leading cause of 
death in practically all countries studied. One quarter 
to over one third of deaths are due to this cause in 
practically all these countries except Germany (19-7 per 


“In the United Kingdom, separate statistics are issued 
for England and Wales, Scotland, and Northern Ireland. 
+ The following groups are included in ‘heart disease’ 
chronic rheumatic heart disease; arteriosclerotic and 
degenerative heart disease; other diseases of heart; and 
hypertension with heart disease. 


cent) and France (181 per cent). Malignant neoplasms 
are the second most frequent cause of death, being res- 
ponsible for between 14:3 per cent and 216 per cent 
of all deaths. Vascular lesions affecting the central 
nervous system rank third (11-16 per cent) in all coun- 
tries. Deaths due to accidents are in the fourth place 
(45-69 per cent of all deaths) in all countries except 
England and Wales, Northern Ireland, and Sweden, 
where they rank as the fifth or sixth cause of death. 
Pneumonia is the fourth cause in Sweden, and the fifth 
in England and Wales and all the other countries ex- 
cept Denmark, Finland, and Scotland, where it ranks 
sixth. 

The above-mentioned five causes of death together 
account for roughly two-thirds of all deaths. They there- 
fore indicate the major fields where life might be saved 
in the population as a whole. 


By Group 


The leading causes of death vary greatly for different 
age groups. 

In the age group under one year, birth injuries, post- 
natal asphyxia and atelectasis rank first as causes of 
death. Congenital malformations are second and pneu- 
monia is third. 

In the age group 1-4 years the leading cause of death 
is accidents in all the countries selected. The propor- 
tion of deaths caused by accidents at this age is, for 
these countries, on the average about 30 per cent of 
deaths due to all causes; and the specific death rate 
is about 35 per 100,000 population. In England and 
Wales, the proportion and the rate are relatively low 
(21 per cent, and 20 per 100,000 population). The same 
is true for France and Northern Ireland (15-4 per cent 
and 19-7 per cent, 267 and 21-1 per 100,000 population, 
respectively). Pneumonia is the second and congenital 
malformations are the third cause of death in this age 
group. 

In the age group 5-14 years, as in the previous age 
group, accidents are the first cause of death. They are 
responsible for an average of 38 per cent of all deaths 
during this period of life in the countries selected, though 
the proportion ranges between 49-6 per cent in Canada 
and 279 per cent im France. The death rate varies 
from 11-8 per 100,000 population in France to 32-0 in 
Canada, with an average of slightly less than 19 per 
100,000 population. Malignant neoplasms occupy the 
second place in all the countries selected. On the 
average, the proportion of deaths due to this cause is 
138 per cent of all deaths, ranging from 11-4 per cent 
in Canada to 15-9 per cent in England and Wales. The 
average death rate is 6-4 per 100,000 population, with the 
lowest level, 5°7 in Scotland, and the highest, 7-7, in 
Norway. Congenital malformations hold third place. 
Pneumonia is in the fourth place in most of these coun- 
tries, nephritis and nephrosis fifth. 

Im the age group 15-44 years, accidents remain the 
most frequent cause of death for all the countries select- 
ed except Denmark, the Netherlands and the United 
Kingdom. In the first two countries and in Enagland 
and Wales they are the second most frequent cause, 
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and in Scotland and Northern Ireland the third. The 
lowest death rate from this cause is in Northern Ireland 
19-8 per 100,000 population), the highest (49-0) in Canada, 
the United States, and Australia. The proportion of 
deaths caused by accidents varies from 13-7 per cent 
(Northern Ireland) to 309 per cent (Canada) of ali 
deaths in this age group, with a median proportion of 
225 per cent. 

Malignant neoplasms generally appear in the second 
position, except in the United States, where they rank 
third, and in Finland, where they are fourth. In 
Denmark, the Netherlands, and the United Kingdom 
they top the list. The death rate varies from 23-2 per 
100,000 population in France to 32-4 in Scotland, with 
an average of 27-5. Though the death rate is the highest 
in Scotland, yet malignant neoplasms cause only 195 
per cent of all deaths registered there in this age group. 
The average proportion is 18-1 per cent, ranging between 
12-5 per cent for France and 25-7 per cent for the Nether- 
lands. 

Heart diseases do not drop below the fourth place 
as a cause of death in this age group. In the United 
States, Scotland, and Northern Ireland, they occupy the 
second. The death rate varies from 9-3 per 100,000 popu- 
lation in Norway to 33-0 in the United States, causing 
7-4 per cent of all deaths in the former and 17:3 per 
cent in the latter. 

Tuberculosis appears as the second cause of death 
in Finland, the third in France, and the fourth in 
Norway, the Netherlands, and the United Kingdom. 
In the other countries it has a lower rank, ranging 
between fifth and eighth. 

It is interesting to note that suicide and self-inflicted 
injury appear as the third, fourth or fifth cause of 
death in this age group except in the cases of Scotland, 
where it drops to seventh, and Northern Ireland, where 
it occupies the tenth position. 

Though pneumonia is among the ten leading causes 
of death in all the countries except Denmark, it comes 
at the tail of the list. 

In the age group 45-64 years, heart diseases, malig- 
nant neoplasms and vascular lesions affecting the central 
nervous system are the first three leading causes, but 
the order varies in diffefent countries. 


Heart diseases are the first cause of death in Canada, 
the United States, Finland, Scotland, Northern Ireland, 
Sweden and Australia, and the second in the other 
countries. The lowest death rate is that of France 
(153-4 per 100,000 population), the highest that of the 
United States (4785). Heart diseases are responsible 
for 13-9 per cent of all deaths in France, and 404 per 
cent in the United States. 


In countries where heart diseases are the first cause 
of death, malignant neoplasms are the second, and vice 
versa. Malignant neoplasm death rates vary considerably 
from one country to the other. Sweden has the lowest 
rate (220-6 per 100,000 population), and Scotland the 
highest (340-4).. Malignant neoplasms are responsible for 
between 20-5 per cent and 340 per cent of all deaths 
in the selected countries. 
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Vascular lesions affecting the central nervous system 
are the third cause of death for this age group in all 
the countries selected, but the death rates vary between 
69-4 per 100,000 population in Denmark and 1456 in 
Scotland. The proportion of deaths due to this cause 
also varies between 8 per cent and 129 per cent of 
all deaths. 

Accidents attain the fourth or the fifth pvusition in all 
countries but England and Wales, where they are sixth. 

It is interesting to note that bronchitis appears as 
the fourth cause of death only in the United Kingdom, 
and is not among the ten leading causes in the other 
countries except in the Netherlands, where it is seventh. 


In the age growp 65 years and over the same three 
most frequent causes of death appear as in the previous 
age group, and ia general im the same order. Heart 
diseases cause in some of the countries more than 40 
per cent of deaths in this age group (United States 
465 per cent, Canada 424 per cent, Australia 40-7 per 
cent). The lowest proportions are in France (22:1 per 
cent) and Germany (22'7 per cent). In all other countties 
the proportion is between 30 per cent and 40 per cent. 

Vascular lesions affecting the central nervous system 
are second, except in the Netherlands and Denmark, 
where they are third. These two causes are responsible 
for more than half the deaths in this age group. 

Malignant neoplasms are the third cause (12°3-19-2 
per cent of all deaths), except in the Netherlands and 
Denmark, where they occupy second place. The three 
causes just mentioned account for more than two-thirds 
of all deaths. 

Pneumonia appears again in this age group as the 
fourth cause in most countries, and the fifth in the 
others (United Stetes, Denmark, England and Wales, 
Scotland, and Switzerland). 


Accidents hold the fourth position in the United 
States, Denmark and Switzerland, and drop to fifth in 
the other countries, except for the United Kingdom 
where they are sixth. 

In this last age group, bronchitis comes fourth for 
England and Walks and Scotland, fifth for Northern 
Ireland. (WHO Chromnicie, 14: 104, 1960). 


SUICIDE: A NEGLECTED PROBLEM 


The incidence of suicide is on the whole low in the 
less developed countries, high in the more; and in some 
countries of very high living standards it has become 
a problem of considerable proportions. Between ages 15 
and 4, it is the second most important cause of death 
in Japan, the third in Germany, Denmark, Sweden and 
Switzerland, and the fourth in Canada, Australia and the 
U.S.A. It is also on important cause of death between 
ages 45 and 64. The table below, extracted from recent 
numbers of the WHO Epidemiological and Vital Statis- 
tics Report (11: 264, 1058; 12: 345, 1950) gives the 
number of deaths from suicide for certain years, and 
the mortality rate per 1,00,000 population from this 
cause for one of those years, in a number of counties 
which furnish WHC) with statistics on suicide. 
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Deaths from Mortality rate 
from suicide 
suicide 

Countries (1954-1956*) per 1,00,000 

population 
Males Females (1955) 
Canada 2,637 794 
U.S.A. 38,893 10,950 10-2 
Japan - 39,700 25,520 25:2 
Belgium e 1,762 658 13-6 
Denmark . 2,060 1,008 23-3 
France 15,983 5,471 15-9 
Italy ° «+ 6,447 2,754 48 
Norway... 607 150 74 
Netherlands ~ 1,221 743 6-0 
Sweden 2,908 941 17-8 
Switzerland 2,346 931 21-6 
United Kingdom 9,436 5,889 11-3 

(England and 
Wales) 

Australia .. o 2,176 760 10-3 


New Zealand " 397 149 9-0 


Italy, Sweden and New Zealand (1953-1955). 


In the U.S.A. some 16,000 people commit suicide 
every year, as compared with 14,000 who die from tuber- 
culosis and 40,000 who die from motor accidents; in 
England and Wales the number of suicides, approxi- 
mately 5,000 annually, is nearly as great as the number 
of those who die from pulmonary tuberculosis, and 
slightly exceeds the number who die from motor acci- 
dents. More men commit suicide than women, and as 
age increases the preponderance of male suicides becomes 
greater. 

Durkheim (1897), in his classic study of suicide, 
divided suicide into three types: the altruistic, in which 
the individual’s life is rigorously controlled by the cus- 
toms and beliefs of a rigid society and he commits 
suicide for religious or political reasons; the egoistical, 
in which he is insufficiently integrated into society; 
and the anomic, in which he is insufficiently regulated 
by society and his adjustment may be upset by economic 
catastrophes or sudden wealth. Examples of the first 
type are to be found in the ritual suicide practised in 
some primitive societies and in Japan, Social disorgani- 
sation certainly tends to increase the incidence of suicide 
and may change the pattern: thus in Hong Kong the 
disintegration of the traditional culture of Chinese 
society: has led to a shift in the incidence of suicide, 
formerly at its peak in the thirties for men and twenties 
for women, to a new peak in old age for men and 
during the menopause for women: But an inherent dis- 
position also plays an important part. The stresses of 
loneliness and friendlessness act with selective severity 
on those predisposed to mental illness (to depressive 
psychosis in particular), and these are often the indi- 
viduals who commit saicide, whereas others without the 
inherent predisposition do not. Cause and effect are 
not easy to distinguish. Do individuals who commit 


or attempt suicide drift into isolated environments be- 
cause of the illness that drives them to take their own 
lives, or are certain environments conducive to suicidal 
tendencies? Alternatively, is loneliness both a conse- 
quence of mental ill health and a factor increasing the 
chances of suicide? The whole problem of suicide is 
extremely complex, the causes not very well understood. 

Further progress in the study of suicide according 
to Professor Martin Roth (1959) is unlikely until statis- 
tical investigations are combined with detailed individual 
clinical studies along socio-psychological lines, of the 
problems of social integration and cohesion. In these 
studies aspects on the relative importance of which 
light needs to be shed are: bereavement, loneliness, 
poverty, awareness of declining faculties, decreasing 
vitality, impairment of physical health, and mental dis- 
ease. Others, especially in younger people and in 
attempted suicide, are guilt feelings and a desire for 
self-punishment, hopelessness and fear of the future, 
aggressive feelings, and the wish, not to die, but to 
bring about a change in the attitude of some other 
person. Finally, there is the apparent motivelessness 
of some suicides or attempted suicides, linked perhaps 
with the ‘death wish’ of Freud. Statistical data about 
suicide are among the most clear-cut epidemiological 
facts in the whole field of psychiatry, and should lend 
themselves to intensive inquiry. We might then be able 
to understand more clearly why there are striking diffe- 
rences in incidence between the more and less deve- 
loped countries, between communities of different reli- 
gious denominations, and between urban and rural 
areas. We might also perhaps be in a better position 
to prevent attempts at suicide, and provide those who 
have attempted but failed with efficient aftercare or 
social support. And we might be able to decide whether 
those who actually commit suicide and those who merely 
attempt to do so are distinct groups of individuals, as 
they sometimes appear to be.~ 

Not until comprehensive studies are made of suicide, 
nationally and internationally, will it be possible to 
take the most suitable action to reduce the number of 
deaths from this cause. (WHO Chronicle, 14: 196, 1960. 


Durknem, E.—Le suicide, Paris, 1897. 
Ror, M.—Bull, Wid. Hith Org., 21: 527, 1959. 


NOTES AND NEWS 


World Health Assembly 


The Thirteenth World Health Assembly opened in 
Geneva on 3 May and ended on the afternoon of 20 May. 
The Chairman was Dr. H. B. Turbott, Director-General 
of Health of New Zealand. The session was attended 
by delegates from 96 of-the 101 Member and Associate 
Member States of the World Health Organisation, in- 
cluding those from three new Members, Cameroun, 
Kuwait and Togoland, and from eight mew Associate 
Members, Cyprus, Central African Republic, Republic 
of Congo, Republic of the Ivory Coast, Gabon Repub- 
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lic, Republic of the Upper Volta, Republic of the Niger 
and the Federation of Mali. 

A programme of work for 1961, with a working 
budget of $18,975,354 was adopted. This figure repre- 
sented the Director-General’s proposal of $18,569,620, 
with additions introduced during the Assembly, includ- 
ing $200,000 to finance additional assistance for new 
Members and Associate Members. The eradication of 
communicable diseases was the largest single item in 
the new budget, even without considering the Malaria 
Eradication Special Account, which receives voluntary 
contributions for the world-wide malaria eradication 
programme. 

The budget also provided for assistance in many 
other aspects of public health, as well as for central 
technical services, epidemiological intelligence services, 
health statistics, standardisation of drugs and for the 
Organisation’s extensive list of publications. 

Six countries were elected to designate a person to 
serve on the WHO Executive Board. They were: 
Ghana, Thailand, Jordan, Korea, United Kingdom, 
Argentina. The 12 other members of the Board are 
from the following countries: Brazil, France, Gaute- 
mala, Iran, Ireland, Luxembourg, Nepal, Peru, Sudan, 
USSR, Venezuela and Viet Nam. 

The Assembly also requested the Director-General to 
take the necessary steps on behalf of WHO with the 
League of Arab States, with a view to concluding an 
agreement to define the sphere of co-operation in 
health fields. 

Among the topics that received particular attention 
were : 

Malaria eradication: The Assembly expressed satis- 
faction with the technical achievements of the world- 
wide malaria eradication campaign but, on the financial 
side, stated that the stage has been reached when the 
financing of eradication operations through the Malaria 
Eradication Special Account on a voluntary basis was 
not possible without the full support of all the economi- 
cally more privileged countries of the world. It was 
decided to establish an official register listing areas 
where malaria eradication had been achieved, after 
inspection and certification by a WHO evaluation team. 

Smalipox eradication: Progress was reported to- 
wards the goal of the eradication of smallpox; the num- 
ber of cases in 1959 was considerably Icss than in 1958. 
India and Pakistan were still seriously affected by 
smallpox, but India had started a number of pilot pro- 
jects for control, and Pakistan was showing active in- 
terest in the matter. The danger of reintroducing the 
disease, from existing foci of infection, into countries 
which had been freed from it, was constantly re- 
emphasised during the discussions on this subject. Two 
governments offered gifts of smallpox vaccine to aid the 
campaign. 

Radiation health: The Assembly defined the role of 
WHO in radiation health to include the protection of 
mankind from ionising radiation hazards, whatever 
their source, and the development of medical uses of 
radiation and radioactive isotopes. It was deemed 
necessary to emphasise the need of teaching and train- 
ing of technical personnel of Member countries and to 
assist these countries to accept their responsibilities and 
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accelerate their activities in the public health aspects of 
radiation from all sources. 

Headquarters accommodation: The Assembly took 
the necessary legal action to authorise the construction of 
a new headquarters building for the Organisation in 
Geneva, at a cost not exceeding 40,000,000 Swiss francs. 
The Director-General was asked to conclude an agree- 
ment with the Swiss Confederation, and the Canton of 
Geneva, and to arrange for the necessary contracts with 
the architect, builders and suppliers. 

14th World Health Assembly: The invitation of the 
Government of India to hold the i4th World Health 
Assembly in New Delhi in February, 1961, was accept- 
ed. India will meet $250,000 of the extra costs 
involved. 

Other decisions taken by the Assembly included: the 
indefinite postponement of a World Health Year; it 
was considered that the Organisation could not afford 
to divert funds and personne] from urgently needed 
health campaigns. The programme for an intensified 
programme of medical research was endorsed by the 
Assembly, and the necessity for training qualified per- 
sonnel essential to its execution was firmly underlined. 

The technical discussions this year dealt with “The 
Role of Immunisation in Communicable Disease Con- 
trol”; from ‘wiiich it was concluded that smallpox 
vaccination still held first priority in the world, despite 
the varying epidemiological picture presented by differ- 
ent countries. 

Summing up the Assembly’s work Dr. Turbott drew 
pointed attention to the problem of malaria eradication. 
Eradication was undoubtedly possible he said, but for 
the financial problems which must be solved. 

“Our experience is widening, and our fundamental 
research continuing, so that the spectre of mosquito 
resistance does not seem to be insurmountable. Never- 
theless, what has already been accomplished will be 
wasted unless the global objective is achieved,” the 
President said. 

“It is a matter of money,” he added and appealed 
to more fortunate nations to help those that are less 
fortunate. “‘We pass this challenge on to our govern- 
ments. Give us the necessary means. Malaria can be 
conquered and teeming peoples will find new 
prosperity.” 

Another enemy, smallpox, retains high priority in 
the work of WHO. Countries with active vaccination 
campaigns are reporting freedom, or rapidly lessening 
incidence. ‘The writing is on the wall. The eradica- 
tion of smallpox is on the way.” 

Each Assembly sees us more deeply engaged in the 
fight against communicable disease and ‘faith in our 
Organisation strengthens,” the President told the 
Assembly. He mentioned, in this connection, the cam- 
paigns against venereal diseases, tuberculosis, leprosy, 
trachoma—“all under attack on a world front”’. 

“Bilharziasis, another stultificr of man’s efforts in 
the tropical belt of the world, increasingly a danger as 
millions of acres come under irrigation, provides a fur- 
ther challenge that we are accepting. New targets have 
been erected. There is no end to our work.” 

At the same time, “We are continuing in high 
priority our training and fellowship programme. Over 
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two-thirds of the world urgently cries out for more 
medical, nursing and technical personnel. But our 
training scope is widening. Modern medicine cannot 
work in isolation but demands the aid of other disci- 
plines. In radiation work we need meteorologists, 
physicists and biochemists; in health education, anthro- 
pologists; in social medicine, psychologists.” 

Dr. Turbott also recalled that WHO in co-operation 
with the International Atomic Energy Agency, and 
other appropriate agencies, had accepted responsibility 
in the broad field of protection of the peoples of the 
world from the hazards of ionising radiations from 
whatever source. “In our discussions we have laid 
down guide lines for national health authorities as to 
their responsibilities in this field. Should these be 
followed, WHO will have ever-growing usefulness in 
aiding the training of the needed skilled personnel and 
in stimulating epidemiological and basic research on the 
effect of radiation in human beings,’ he concluded. 


International Tuberculosis Conference, Toronto 

The International Union Against Tuberculosis an- 
nounces that the XVI International Tuberculosis Con- 
ference will be held in Toronto, Canada, September 
10th-i4th, 1961, under the Presidency of Dr. G. J. 
Wherrett. 

An interesting scientific programme has been arranged, 
as well as visits to hospitals and clinics. Tours in the 
City of Toronto and surroundings will provide opportu- 
nities to observe various aspects of Canadian life. There 
will be a full day trip to Niagara Falls and pre-and- 
post-convention tours in Canada and the United States. 
Special arrangements for travel, with reduced fares for 
chartered aircraft, will be made through national travel 
agencies. 

Full details of the Conference can be obtained from 
the General Secretary Dr. C. W. L. Jeanes, 265 Elgin 
Street, Ottawa, Canada, or Dr. Wm. Gellner, Executive 
Director, International Union Against Tuberculosis, 15 
Pomereu Street, Paris 16, France. 


Copenhagen Isotope Conference 


A small committee of experts has assisted the Inter- 
national Atomic Energy Agency (IAEA) Secretariat im 
the selection of 131 scientific papers from 18 countries 
to be presented at the Conference on Radivisotopes in 
the Physical Sciences and Industry, which is being 
organised by the IAEA in Copenhagen 6-17 September 
1960 with the codperation of UNESCO. More than 300 
papers had been submitted to the IAEA Secretariat. It 
is expected that the final number of papers for pre- 
sentation will amount to approximately 150 and that 
more than 700 scientists will take part in the two-week 
conference, which is the largest so far organised by the 
International Agency. The Conference will deal with 
the uses of isotopes in geophysics, metallurgy and solid 
physics, nuclear physics, industry, analytical, recoil, 
organic and physical chemistry and also the production 
of radioisotopes, the preparation of labelled compounds, 
detectors and instrumentation. 

The Danish Government and Atomic Energy Com- 
mission are cooperating fully with the International 


Agency in preparing for the Conference and are provid- 
ing all the essential facilities and supporting personnel. 


Polymers in Medicine 


The application of polymers in medicine is still in 
its infancy. Diverse polymers, for example, polymeric 
surgical threads, plastic false teeth, cementing bone frac- 
tures, plastic artificial joints, plastic substitutes for some 
tissues of the human organism, synthetic polymers sub- 
stitute for blood plasma, are well-known. 

Blue lodine—Polyvinyl] alcohol, interacting with iodine, 
form a new complex compound of a blue colour, the 
blue iodine. Blue iodine destroys typhoid bacilli, dysen- 
tery pathogens, streptococci, ‘pus’ bacilli. It is effec- 
tive in small concentrations and is absolutely non-toxic. 
It is said to be a powerful preparation for the treatment 
of acute infectious gastro-intestinal diseases and diseases 
of the ear, throat and nose. Films of blue iodine are 
valuable for healing burns. 

A medicine bound with the polymer blood substitute 
becomes, as it were, a component part of the blood, and 
with the latter reaches the minutest vessels, and can 
penetrate with greater or lesser speed through their 
walls. It is possible to control the length of time 
during which a polymer blood substitute remains in the 
organism—from several hours to several days or weeks. 
—By courtesy of the U.S.S.R. Embassy in India. 


Apartheid in Blood Transfusion 


The South African Government on May 20 published 
regulations under which white and non-white blood 
to be used in transfusions will be carefully segregated 
to ensure as far as possible that the same race receives 
its own particular blood. Under the regulations, to 
come into force on September 1, white and non-white 
donors will be bled on separate premises or at the same 
premises but suitably separated. Records of blood 
donations will also be kept separately. 

Dr. R. Turner, Senior Government pathologist, 
explaining the new regulations in Capetown said that 
the racial origin of blood in bottles must be marked 
and if possible the same race given the same blood. 
He added that there was no regulation making this 
compulsory. in fact much of the blood given to non- 
whites was from whites. There was not enough non- 
white blood available for all non-whites. He said: 
“As far as I know, non-white blood is not used for 
transfusions for whites, though if it were a matter of 
life and death, I dare say the origin of the blood would 
not matter.” 


Sugar with a Difference 


French researcher, Dr. Dubois Prevost, announced 
on 15-6-60 that he had developed a new type of sugar 
that prevented dental cavities. 

The researcher, who is chief of the laboratory at the 
Bichat hospital in Paris, told a Congress on Dental and 
Oral Hygiene and Health that his formula was simple— 
just add a little egg white to the sugar. 

Dr. Dubois Prevost said that normally sugar is res- 
ponsible for dental cavities, which affect 15 per cent 
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of children from 3 to 6, 61 per cent from 7 to 15 and 90 
per cent of adults. 

Using a 40-year-old discovery of Sir Alexander Fleming, 
the discoverer of penicillin, the French researcher found 
that the natural product ‘Lysozyme’, found in large 
quantities in egg white, was a more powerful bactericide 
than antibiotics and killed the microbes which caused 
cavity-producing acids. 

The discovery, said the dental expert, may revolu- 
tionise the sugar industry. 


Rural and Urban Area Diet Compared 


Several interesting conclusions may be drawn from 
the statistics supplied by India to the United Nations, 
showing it to be the worst fed of 40 countries. 

The consumption of calories is shown to have 
declined from 1,950 per capita per day in 1934-38 to 
1,890 in 1954-56. But that the number of calories in the 
average diet may have continued to fall even after 1956 
is indicated by a comparative sample survey under- 
taken by the Government of India in Singur, Hooghly 
District, West Bengal, data for which are available. 

This survey, and similar investigations in other 

areas, however, suggest (according to inquiries made in 
Calcutta) that the consumption of calories is perhaps 
not much below requirements even now in the rural 
areas. 
The figures published by the U. N. are not disputed 
by competent medical authorities in Calcutta because 
allowance has to be made in the statistics for areas 
with very low nutritional standards. It is also pointed 
out that the over-all figure for India may have been 
reached by dividing the total available food by the 
population, a recognised procedure. 

Surveys undertaken in some community development 
areas in 1955-56 showed that in Saktigarh, Burdwan 
(West Bengal), in Durgapur, Udaypur (Rajasthan), in 
Dabra, Gwalior (Madhya Pradesh) and in Ekangarsaral 
and Patna (Bihar)—all rural areas—consumption of 
cereals was higher than required and consequently, the 
intake of calories was higher than needed (by 800 to 
1,200 calories) in the three areas outside West Bengal; 
(one ounce of rice or wheat supplies 100° calories). In 
Saktigarh the excess was nominal. The figures avail- 
able for these areas did not take into account consump- 
tion of sugar and fruit. Re-surveys in these areas are 
in progress. 

The comparative surveys in Singur show that the 
fall in consumption of calories was caused mainly by 
economic depression and the high cost of living. 
Increased consumption of wheat suggested a shortage 
of rice even in rural areas in recent years. 

But the most serious deficiency in the diet of Indian 
villagers generally, according to the surveys, is of 
protein, minerals and vitamins. The unbalanced meal, 
with the cereal content often much above requirements, 
has been causing serious diseases among children in 
the countryside. Only recently have the health autho- 
rities been successful in treating early cases without 
medicine. 

A survey now in progress in an urban area in Cal- 
cutta shows on the other hand, that there is an overall 
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shortage, described as “‘a balanced shortage”, of elmost 
all the vital ingredients (including carbohydrates, 
mainly supplied by cereals) in the diet of lower income 
and middle-class groups. Here a different type of dis- 
ease originating from under-nourishment was noticed 
among children. It was found, however, that consump- 
tion of anima! protein was comparatively greater in the 
urban area than elsewhere, though much less than the 
daily 3-oz. requirement of an adult. 

The data collected suggest that the diet of many 
middle-class families in the urban area is no better 
than that of still lower income groups, and even worse 
in some cases. 

A comparison of the average diet of an adult in the 
rural area of Singur in 1957 and in the urban area of 
Chetla, Calcutta, both in West Bengal, shows that while 
the cereal consumption in Singur, over 175 oz. a day 
(it was 25°5 oz. in 1947), was above requirements (14 oz.), 
in Chetla it was 153 oz. The fall in calorie consump- 
tion in Singur from 3,086 in 1947 to 2,230 in 1957 was 
caused mainly by the fall in rice consumption. While 
in 1947 Singur recorded neither wheat nor eggs in dict, 
the same area showed a consumption of 0-69 oz, wheat 
and 0-04 oz. of egg per adult after a decade during 
which dietary education was given. This was presum- 
ably also the reason for the increase in the consumption 
of pulses in Singur in 1957, but other items recorded 
declines, sugar or gur being nil against 0-74 oz. in 1947. 

The Chelta diet chart shows considerable similarity 
to the Singur chart for 1957, except for greater con- 
sumption of fish, meat and sugar or jaggery, but it is 
much worse than the 1947 Singur chart. Closer scru- 
tiny shows the Chetla chart—for an average middle- 
class family—to be deficient compared with even the 
1957 Singur chart in respect of such items as pulses 
(protein), leafy vegetables (vitamins and minerals) and, 
of course, cereals. 

The Chetla chart gives 2,200 calories against the 
2,800 calories considered to be ideal. According to the 
latest medical opinion an adult needs 2,500 to 2,600 
calories for a sedentary job, 2,800 for moderate manual 
work and 3,000 or more for agricultural or other types 
of hard labour. A fluctuation of 200 calories either way 
may not make a great difference, but experts seem to 
argue that even 1,900 calories or less per day may not 
cause immediate damage except, loss of weight, though 
the likely effects on progeny are uncertain. 


The more immediate worry of health planners in 
India now is the lack of protein in the diet, more 
marked in the rural areas. The Singur and similar 
surveys have shown that villagers rarely eat fish or 
meat even once a week and that the consumption of 
dal, though not uncommon among adults, is practically 
nil among children because it is popularly considered 
difficult to digest. The comparatively stronger points 
in the rural diet are cereals, which include puffed rice 
in the form of a daily snack, and green vegetables, the 
quantity of which should be increased. 

The village child gets the worst of it even before 
birth because, though an adult man or woman in a 
village manages to get some protein through cereals, a 
pregnant woman or nursing mother, who requires about 
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double the amount of protein normally needed, does 
not get it. The child is thus handicapped even before 
it is born. Moreover, the mother’s milk goes dry be- 
fore it should, and according to general village practice, 
breast feeding is stopped the moment the child’s 
stomach is upset, thus depriving it of the only balanced 
diet available to it at that age. 


Nutritional Standards 


Mr. D. P. Karmarkar, Union Health Minister, in- 
augurating the first meeting of the National Nutrition 
Advisory Committee at New Delhi on 17-6-60 said that 
betterment of the nutritional status of the people must 
be accorded the highest priority in any campaign to pro- 
mote the health of the nation. The results of the Com- 
mittee’s work should bring good to the people in the 
immediate future and not 20 years hence, he said. 

The Committee has been formed to tender advice on 
the nutritional policies to be followed in the country 
following the recommendations to this effect by the 
United Nations Food and Agriculture Organisation. 

The 21-member committee, of which Mr. Karmarkar 
is chairman and Dr. Punjabrao Deshmukh, Union 
Minister of Agriculture is Pro-Chairman, has on it re- 
presentatives of research laboratories and Union Minis- 
tries, and specialists on nutrition. 


Medical Supplies Adviser for West Bengal 

Mr. J. HE. Williams, of the United Kingdom, has been 
assigned by WHO to advise the Government of West 
Bengal, India, for a period of three months on the pur- 
chase, storage, distribution and estimation of require- 
ments of medical supplies. 

Mr. Williams is Supplies Officer to the United Bristol 
Hospitals, England, and a member of the Pharmaceuti- 
cal Society of Great Britain. In 1952, he undertook a 
two-year assignment for WHO as medical stores manage- 
ment officer in Ceylon, returning there for a short 
‘follow-up’ visit in 1958. In 1957, he served in Afghani- 
stan as WHO short-term consultant to the government 
on the storage and management of medical supplies. 


Health Education Appointment 

Mr. Gerald Specter, of the United States, has recently 
been appointed WHO Health Education Adviser in Patna, 
India. The assignment is for two years and, among 
other responsibilities, he will advise and assist the 
government in developing a health education bureau in 
the State Directorate of Health Services. Mr. Specter 
has had considerable public health experience and has 
been working with the Philadelphia Tuberculosis and 
Health Association as Director of the Health Education 
Department. 


Community Development in India 
Dr. Josef E. Wingren, of Finland, bas been appointed 
WHO public health adviser to the health programme in 
the State of Bihar, India. The aim of this programme 
and of similar programmes in other Indian states is to 
integrate rural health services into the over-all national 


community development programme. 


Dr. Wingren obtained his medical degree from the 
University of Helsinki, and holds a Diploma of Tropical 
Medicine from the Institute Tropical, Antwerp. For the 
past five years, Dr. Wingren has been Chief Public Health 
Officer of the Municipality of Jakobstad, Finland. 


Raptakos Medical Research Board Fellowships 


The Raptakos Medical Research Board will consider 

applications for the award of Fellowships for research 
work on medical and allied subjects in recognised in- 
stitutions situated in the Union of India. The awards 
normally consist of Rs. 3,000/- per year for a Fellowship 
and Rs. 750/- per year towards contingencies approved 
by the Board. Applications in the prescribed form, should 
be forwarded through the Guides, under whom research 
work will be carried out, and the Heads of the Institu- 
tions. 
Applicants should have an M.B., B.S. or M.Sc. degree 
or its equivalent or not less than two years’ experience 
in research work after B.Sc. The awards are made 
annually and may be renewed on the basis of satisfac- 
tory progress. Further details may be obtained from the 
Secretary, Raptakos Medical Research Board, 253, Annie 
Besant Road, Worli, Bombay 18. 


Mobile Health Unit for Rural Hospital 


A Mobile health unit was presented by CARE (Co- 
operative for American Relief Everywhere, Inc.) to the 
American Marathi Mission in Vadala, Ahmednagar Dis- 
trict, at a function on 3-660 at the U.S. Consulate- 
General, Bombay. 

The unit, ‘a gift to the people of India’ by Mr. 
Graham French, a philanthropist of Philadelphia, was 
presented to Dr. P. C. Deodhar, Medical Officer of the 
Mission, by Mr. Paul G. Rusby, CARE representative 
in Western India. This is the second health unit pre- 
sented to the people of India by Mr. French through 
CARE. The unit intended for rural hospital is equipped 
with power generator, stretchers, medical instruments, 
examination table, biological refrigerator, 16 mm. film 
projector, public address equipment and examination 
tent. 

The van will operate in a 30-mile radius of Vadala 
and will cover a population of 1,08,000 in 145 villages. 


Family Planning Orientation Camps 


A scheme to organise family planning orientation 
camps throughout India has been started by the Directo- 
rate-General of Health Services. 

A three-day camp atfended by about 60 persons from 
eight villages was recently organised by Dr. Pannu, who 
has left her work in the town to serve in the villages, 
at the family planning unit at Najafgarh with the assist- 
ance of the block development officers and the officer- 
in-charge of the rural health training centre, Najafgarh. 

The participants, says an official press release, dis- 
cussed various family planning problems and made 
suggestions to improve the methods of work. They 
evinced keéh interest and earnestness in their dis- 
cussions. 
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Orissa Vaccination Bill, 1959 


The Orissa Assembly has passed the Orissa Vaccina- 
tion Bill on the 22nd April 1960 which provides for com- 
pulsory vaccination for securing eradication and preven- 
tion of smallpox in Orissa. Failure to comply with the 
provision for primary vaccination within six months of 
the birth of the child or revaccination every five years 
will be liable to fine extending upto Rs. 50/- and if the 
offence is a continuing one with a fine of Rs. 10/- for 
each day during which the offence continues upto a total 
fine of Rs. 500/-. Government is making adequate 
atrangements for vaccination by starting a number of pilot 
projects from July Ist 1960 for house-to-house and 
man-to-man vaccination. The projects would cover a 
population of 10,00,000 and the effect of vaccina- 
tion and reasons for revaccination if any would also be 
recorded. 


A Symposium on pH and Blood Gas Measurement— 
Edited by Ronald F. Woolmer. J. & A. Churchill 
Ltd., London W. 1. 1959; 8%” x5%"; pp. viii+210; 
price Ws. net. 


In the recent past physicians and biochemists were 
the only people interested in the problem of hydrogen 
ion concentration of the blood. 


With the spectacular advance of thoracic surgery and 
anaesthesiology in the last ten years and the introduc- 
tion of heart-lung machine for intracardiac surgery the 
problem of pH regulation and gases in the blood is now 
of primary interest also to the surgeon, dnaesthetist and 
clinical physiologist. 

The book under review is based on ten papers pre- 
sented and thoroughly discussed by eminent workers in 
the field under the leadership of Professor R. F. Woolmer. 
The intricate problems of hydrogen ion concentration of 
blood and of blood gases have been discussed from all 
possible aspects of technology with the errors and falla- 
cies of each method. The results and their interpreta- 
tions and applications in the clinical field have been 
discussed in a very useful way. Modern technics of 
blood pH determination by O, and CO, electrodes and by 
ultra-micromethod for capillary blood are special features 
of this book. 


The book will be of immense value to all research 
workers in anaesthesiology and cardiorespiratory physio- 


logy. 
H. Sana 


The Haemolytic Anaemias (Part I: The Congenital 
Anaemias)—By J. V. Dacie, M.D., F.R.C.P. (LOND.). 
Second edition, 1960; J. A. Churchill Ltd., London, 
W. 1; 9° x5%"; pp. 339; price 45s. net. 


This is the second edition of the part of a book first 
published in 1954. The present volume (Part I) includes 
the introductory chapter, the five chapters on congenital 
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haemolytic anaemias and the haemoglobinopathies. Part 
II, which is expected to be published in course of the 
next year, will deal with the acquired and secondary 
haemolytic anaemias, the drug induced haemolytic anae- 
mias, paroxysmal haemoglobinuria and haemolytic dis- 
eases of the newborn. 


To make the book up-to-date, the author had to work 
hard. In addition to incorporation of latest relevant in- 
formation and necessary revisions, part of the book, par- 
ticularly the section on haemoglobinopathies, had to be 
completely rewritten. All these have been done admir- 
ably well. The reference section of the book is exhaus- 
tive and will be very useful for clinical investigators 
and research workers. 


Our sincerest congratulations are due to the author 
for bringing out this book, complete in integrated know- 
ledge. Like its first edition, the present volume will be 
warmly welcome alike by the clinical investigators and 
pathologists. 


A point may, however, be made on the incidence of 
haemoglobinopathies in Bengal as shown in maps on 
pages 203 and 281. The incidence of Hb. EB and also of 
thalassaemia in Bengal is shown to be sporadic. In 
Bengalees the incidence of Hb. E and thalassaemia has 
been found to be 3-9 and 3-7 per cent respectively (see 
Abnormal haemoglobins, Proceedings of C.1.0.M.S8. sym- 
posium, Blackwell Scientific Publication 1959, page 333). 
The status of Bengal with reference to the distribution 
of thalassaemia and Hb. E should therefore be in the 
category >1 per cent <10 per cent and not sporadic. 
This minor point on the geography of abnormal haemo- 
globins is quite understandable and should not in any 
way detract from the intrinsic merit of this excellent 
book. 


J. B. Cuarrenyea 


The Year Book of Obstetrics and Gynaecology, 1959-60— 
Edited by J. P. Greenhill, 8.6., M.D., F.A.C.S., F.LC.S. 
1959; The Year Book Publishers, Chicago; 7%” x5"; 
pp. 573, figs. 27; price $8.00. 


This volume contains a critical analysis of articles 
abstracted from journals received between July 1058 
and July 1959. It is needless to say that it maintains 
the same high standard of its predecessors. Althongh 
devoted to American literature in a large measure it also 
contains analyses of articles published in journals of 
other countries, e.g., Great Britain and the British Com- 
monwealth, Scandinavia, Switzerland, France, India, 
Germany, Belgium, Spain, Argentina and Egypt. 

The editorial notes in small type richly scattered 
throughout the volume constitute one of the most valued 
features of the book. The chapters on Infertility (pp. 
317-376 and Endocrinology (pp. 508-574) have been excep- 
tionally brilliant and educative. All who teach, prac- 
tise, or seriously study the subject must be once again 
greatly indebted to Dr. Greenhill for his impartial sam- 
maries. Our young graduates doing their thesis for 
the M.O. degree may be reasonably expected to benefit 
from these volumes. 

S. Sur Rov 
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The Cell of Schwann—By Gilbert Causey. First edition 
« 1960; E. & S&S. Livingstone Ltd., Edinburgh and 
London; 5%”x8%"; pp. 120, figs. 40; price 21s. 
net. 


This monograph is the outcome of a thorough study 
of relevant materials from the literature supplemented 
with author’s own findings. Every medical student is 
well acquainted with the name of this cell from his pre- 
clinical days because of its role in regeneration of in- 
jured peripheral nerves. Histological studies of the past 
with light microscope have been extended by the elec- 
tron microscopic findings in recent years; these have 
clarified to a great extent the hitherto less understood 
relations between the nerve fibres and the Schwann cell 
on the one hand and the latter and the neurilemma 
sheath on the other. 


The book is divided into eight chapters and the author 
has rightly started with the first chapter devoted to 
Theodor Schwann and his original observations and des- 
criptions of this important cell as far back as 120 years. 
Professor Causey’s studies are not confined only to an 
elaboration of what is already known, but he has also 
covered as far as has since been found about its struc- 
ture and function—normal and abnormal—including neo- 
plasms of Schwann cells, the author has primarily pro- 
vided information by using new technique of electron 
microscopy to re-investigate what is already known. In 
conclusion he has stressed further study of this cell as 
it may lead to our intelligent understanding of the fun- 
damental principles involved in regeneration of peri- 
pheral nerves and deposition of myelin and the appli- 
cation of the latter knowledge to the important groups 
of demyelinating diseases in the central nervous system 
where such cells are absent and to ascertain whether its 
opposite number the oligodendrocytes in the central 
nervous system play any similar role. References from 
important literatures have been provided at the end. 
The get-up of this book is excellent and bears the typical 
stamp of Livingstone. 


P. Boss 


Klinik und Praxis der Urologie: Klinik, Indikation, 
Diagnostik, operative and instrumentelle Eingriffe, 
Nachbehandlung—von Prof. Dr. Werner Stachler, 


Tiibingen. Geleitwort von Prof. Dr. Th. Naegeli, 
Tiibingen. Band I. XXII, 892 Seiten; 1034 teils 
mehrfarbige Abbildungen. Georg Thieme Verlag, 


Stuttgart, 1959. DM 240. 


Clinic and Practice of Urology: Clinic, Indication, 
Diagnosis, Operative and Instrumental Interventions, 
Post-operative Treatment (in 2 volumes)—By Prof. Dr. 
W. Staehler, Tiibingen, with a preface by Prof. Dr. Th. 
Naegli, Tiiubingen, Vol. I; pp. 892; 1034 partlp multi- 
coloured illustr. (in German). DM 240 (price of the 
whole work about DM 480). 

When the author planned a new enlarged edition of his 
“Operative Cystoscopy” published in 1941, the present 
most impressive treatise of urology in all its aspects was 
the result. Based on many years of experience as head 
of the urological department of the Surgical Clinic, Uni- 


versity of Tiibingen, the author organised this work not 
in the usual manner of a systematic textbook but by 
bringing the reader to the bedside in close contact with 
clinical problems. To achieve this end, one is com- 
pelled to study not only the general review of a particu- 
lar subject but also the individual case reports of which 
153 are included in the first volume with their history, 
fever graphs, clinical and laboratory findings, cystoscopic 
pictures, x-ray photographs and a prolonged follow-up. 
At the end of every chapter one finds a detailed sum- 
mary, which permits quick orientation about the con- 
tents of the chapter and serves as a refresher of one’s 
memory; this ‘compendium’ is followed by an over- 
whelming amount of references, especially of Anglo-Saxon 
literature. This volume deals with medical urology under 
the following headings : introduction; malformations; in- 
flammations ; urogenital tuberculosis; urinary calculi; dis- 
turbances of urinary flow caused by changes on the 
urinary passages; obstacles at the bladder neck ; growths. 
It is difficulé to select any one part for special praise as 
all seem to have been treated with equally loving care; 
still, the 100 pp. with 159 illustr. dealing with tubercu- 
losis and with 25 illustr. and 200 references devoted to 
urinary calculi should be mentioned as particularly re- 
warding reading. X-ray photographs and coloured cysto- 
scopy pictures are so numerous and of such a high 
quality that they, together with the illustrations in 
Vol. II, should form a complete urological atlas. Al- 
though this volume cannot be purchased separately, it is 
quite sufficient in itself as a source of all the information 
anybody could wish for on non-surgical urology. Such. 
a splendid book would be impressive enough had it been 
written by a board of experts; as the work of one single 
man it deserves boundless admiration. 


Rosert HEILIG 


[The review of Vol. II of this book was published in 


Vol. 34, No. 10, May 16, 1960 issue, p. 422. 
—Ep., J. Indian M. A. 


OBITUARY 


Dr. J. L. Rajdan 


Dr. J. L. Rajdan, Deputy Director of Health Ser- 
vices, Gwalior, breathed his last on March 13, 1960. He 
joined the Gwalior Medical Service and became the 
head of the Radiology department and Superintendent 
of Gajra Raje Hospital attached to the Medical College, 
Gwalior. He was elevated to the rank of Deputy Director 
of Health Services in Madhya Bharat and in Madhya 
Pradesh. 

Very popular as a physician, Dr. Rajdan was the 
last president of the Madhya Bharat Provincial Branch, 
I.M.A. and president of the I.M.A. Gwalior Branch. 
He was conspicuous for his keen interest in the affairs 
of the I.M.A. which was sustained till his death. His 
demise is a distinct loss to the Association and mourned 
by a host of colleagues and friends. 
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XIX BENGAL PROVINCIAL MEDICAL 
CONFERENCE, 1960, BARUIPUR 


The 19th Bengal Provincial Medical Conference was 
held at Baruipur, 24 Parganas on the i4th February, 
1960. Dr. A. C. Banerjee was the Chairman of 
Reception Committee. Dr. P. K. Banerjee was the 
Organising Secretary. Dr. H. K. Roy of Calcutta pre- 
sided over the Conference. 

On the 13th February, a Socio-Medical Conference 
was held. Dr. Triguna Sen, Rector, Jadabpur University 
inaugurated this conference. Shri Sankar Das Banerjee, 
M.L.A. presided over the function. The annual general 
meeting of the Bengal Provincial Branch was also held 
after the Socio-Medical Conference. 


Wetcoms ADDRESS 


Dr. A. C. Banerjee, the Chairman of the Reception 
Committee accorded a hearty welcome to the guests and 
delegates attending the Provincial Medical Conference. 
In his welcome speech, he said that this was the 4th 
time, this provincial medical conference was being held 
at Baruipur. “Baruipur is not a town but a very ancient 
village. It possesses a Thana Health Centre with 20 
beds. Electrification of this area has not been com- 
pleted. Naturally this health centre has no arrange- 
ment for electric lights up till now. Improvements in 
other respects are being undertaken. Though malaria 
has been eradicated from this place, other diseases pre- 
vail”. He appealed to the local doctors to combat all 
sorts of diseases with courage and fortitude and hoped 
that their sincere combined efforts will raise the standard 
of health of this locality from day to day. 


PRESIDENTIAL ADDRESS 


Dr. Himanshu Roy, the president of the conference 
in his address said : 

“Annnal Conferences of such nature as is being in- 
augurated today are not only the venue for scientific 
discussions and communications but these also provide 
facilities for free expression of ideas and comments 
regarding the working of the Association and for venti- 
lation of grievances of the profession in general. It is 
in such conferences we publicly claim to the admini- 
stration our legitimate privileges and rights which 
when earned will enable us to our task more 
effectively, promptly and pleasantly, than at present. 
In these conferences we take stock of our past activities 
and make plans for the future. There is a social aspect 
too in such congregations. We meet our colleagues from 
different parts of the country, revive old acquaintances 
and pick up new friendship. All these are very essen- 
tial and pertinent to promotion of fraternity in the 
profession. 

The Indian Medical Association was born in Calcutta 
im 1928. More than thirty years have elapsed since its 
birth but even to this date more than two thirds of 
the medical profession remain outside the Association. 
In West Bengal about 4,000 ont of 16,000 doctors and 
in India 22,000 out of 70,000 doctors are on rolls of 
IL.M.A. Our strength has to be increased. Greater unity 
and brotherhood inside the profession have to be fostered 
and consolidated if we want our voice to be heard with 
respect and sincerity. It is not merely the question of 
increasing our members but there is also the need of 
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improving our quality. I am sure that there are many 
capable men with qualities of the head and heart out- 
side the I.M.A., who if induced to enter the I.M.A. 
will hold its banners aloft. With an earnest appeal to 
you all to strive hard to add to our membership I 
would now, following traditions of the past, turn to 
some of the problems facing us. Those I would consider 
under two headings: 
1. Problems inside the profession. 
—_ in relation to medical relief and public 


1, PROBLEMS INSIDE THE PROFESSION : 

1. Ethics inside the profession : 

Though we are certainly getting more and more 
conscious of the ethics inside the profession—and that 
is a happy sign—etill there is much to be achieved. 
We should never lose sight of one important objective 
of all good associations: promotion and establishment 
of ses pe If we would grasp our common problems 
we would coming closer and understand each other 
better. If we disagree with each other let us do so 
gracefully and quietly. In this connection a particular 
responsibility devolves on the senior members of the 
profession and those with post graduate degrees. If 
they practise humility and courtesy in the course of 
their day to day work, the rest of the profession will 
follow suit. 


2. INEQUALITIES OF STATUS BETWEEN TWO SETS OF DOCTORS : 


The Se ualified doctor with the M.B.B.S. 
degree and the Faculty qualified doctor with the L.M.F. 
have been the objects of discrimination both by, the 
public and by themselves. To a large extent this diffe- 
rence has narrowed down, since the licentiates proved 
their abilities in the condensed M. B. Course. What 
difference still lingers should be allowed to disappear by 
allowing the remaining willing licentiates, even to the 
last man, to qualify for the University degree. Per- 
sonally I have known many licentiates who could or 
can stand on their own in respect of general educational 
and professional abilities. 


3. UNEMPLOYMENT AMONGST DOCTORS : 


There are many amongst us—even fairly senior 
members—who are in need of a job but there are not 
enough jobs for them. Some of them try to earn their 
livelihood by private practice, but many of them fail 
to make two ends meet. There are so many reasons 
and circumstances which may account for this failure. 
We have to recognise promptly the reasons and act 
quickly to avoid deterioration of the state of affairs. 

I feel our association has got some part to play in 
selecting the right sorts of locality for the freshers in 
practice, in securing them suitable jobs with the govern- 
ment or non governmental! institutions inside or outside 
the State (the I.M.A. did recently help a number of 
doctors to secure jobs with the Rajasthan Government) 
and in enforcing the government to implement the 
much-vaunted subsidised rural medical relief or to ahsorb 
them in rural medical and public health schemes around 
village and thana health centres. Im respect of the 
latter I.M.A. has expressed its views many a time and 
has represented to the government, but with no appre- 
ciable success. 
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I also feel that the more successful among the senior 
members of the profession too have a role: each one 
of them can give a prop to a certain number of young 
doctors in private practice till they are able to secure 
their rightful place in the community. A step in com- 
bating unemployment may be an extension of the E. 
S. I. Scheme to include the family of the industrial 
workers. Also the Life Insurance Corporation of India 
who have contributed to the — day unemployment 
among doctors should be made to reabsorb the doctors 
they ae retrenched. These doctors should be properly 
remunerated and, apart from routine work, their ser- 
vices should be utilised in piling up important statisti- 
cal data pertinent to health, longevity and life span. 


4. MEDICAL EDUCATION : 


One particular point I would like to turn to: that 
is the question our education which has to be so 
designed that each member of the profession has a 
reasonable ability to take the right step in the right 
direction in matters of medical relief and preventive 
medicine. We have to improve ourselves. We have 
to remember that much the education we obtain 
after qualifying in the University degree is self educa- 
tion by constant endeavour to brush up our knowledge 
and skill and add to the same by constant reference to 
literature, research workers and superior personalities. 
It is good that the medical people have realised that 
medicine is a life long study. This was the subject for 
discussion at the last World Conference on Medical 
Education. Life being short and art being too long 
one has to confine acquisition of special knowledge to 
certain fields. There are able men in the Universities 
and in the Medical Council and the various specialist 
bodies like the Association of Physicians, Association 
of Surgery, Obstetrical Society of India, Cardiological 
Society of India, Neurological iety of India et cetera, 
who are trying to evolve of measures and methods for 
improving basic medical education, postgraduate medi- 
cal education and specialisation in the country. We 
have a large number of specialists and educationists in 
our own organisation who are also the members of the 
various specialist bodies and who are also in the Univer- 
sity and in the Indian Medical Council. Through a 
harmonius working and with a little determination they 
should be able to find ways and means of raising the 
standard of basic and post graduate education. At least 
let us be patient in matters being tackled by them. 
What I would entreat of these educational organisations 
and specialist bodies is that they should take the I.M.A. 
into their confidence in formulating future plans—their 
task would be easier if this most representative medical 
organisation in India, the national medical association, 
comes forward to assist them in their performance 
the task. 

Day in and day out responsible people from different 
—* have pointed ont, even to some boredom, the 
efects in our medical education, mostly emphasisi 
the low standard and inadequacy of the available practi- 
cal training which is often given to an overcrowded 
class in a small space and too short a time. I 
need not repeat all these here. As far as I am aware 
there is no dearth of capable men and really good 
students in our teaching institutions but the atmosphere 
they are working in is not at all conducive to proper 
teaching. Students are distracted by the politics around 
them and the teachers are discontented in the environ- 
ment they are in. If the teachers are discontented 
how can any one expect really good work out of them? 
They have got very little research facilities and equip- 
ment and very little team spirit exists between the clini- 
cal departments and the departments of basic sciences. 
The professors have ‘to waste much of their time in 
routine work in medical boards. Some of them are 
constantly on move as examiners in this and that Uni- 
versity. Some of them have to leave their place of 
work in season and out of season to attend scientific 


and policy mahios meetings. I wonder when they get 
the time to t or study or work in the research 
problems. It is a costly affair now a days to run pr 
research departments—if you have to compete with yr od 
countries in respect of standard of contributions. Some 
people can make researches on their own (some famous 
names of the past come to my mind: Carter, Ross, 
Robers, Brahmachari) but many will have to be trained 
either inside the country or abroad. I strongly feel 
that the spirit of research should be imbued im the 
student from his very student days by the environment 
around him and I also feel that the students have a 
great regard for research workers and original thinkers 
among their teachers. There should be research facili- 
ties in undergraduate as well as post graduate in- 
stitutions. 

I have to point out that the University as well the 
Government have been utterly neglectful in taking any 
steps worth mentioning (they may have plans up 
their sleeves) in this direction. 

In respect of the students, what indiscipline they 
show at times is the result of the environment 
are im. I feel the students on the whole are being 
overburdened by the vast curricula designed for them. 
Our aim in education should not be lost sight of: we 
have to make most of them good doctors and not 
natural philosophers which a few may become. One 
has to impart knowledge and firm grasp in general prin- 
ciples—the foundations on which they can build up their 
superstructure according to their abilities, inclinations 
and circumstances. And we ought to expect that 
standard of knowledge in their examinations too. 

In matters of medical education. The 1.M.A., I feel, 
apart from co-operating with other educational bodies, 
can immediately take on its own shoulders the task 
of educating the general practitioners in the country. 
Very little scope is there in our existing colleges. For 
this purpose would strongly urge upon our fellow 
members of the association to find out ways and means 
of establishing a college of general practitioners in Cal- 
cutta wherein short courses and long courses in diffe- 
rent specialities—theoretical and practical—in every con- 
useful for the general practitioners— 
would be held throughout the year and be readily avail- 
able to the busy general practitioners. Let us not try 
to adorm them with degrees but try to give them the 
requisite knowledge and experience so much needed by 
the general practitioners—our first line of defence against 
disease and injury. 

Various educationists in our line have keenly felt 
the desire for including humanities in the curriculam 
of University medical education and I feel our students 
should be given a course of lectures on the history of 
medicine and medical ethics if we want our students 
to be really educated. In the teaching of history it 
will be g to lay special emphasis on our own ancient 
system of medicine the Ayurveda. Let us not have 
any prejudice or jealousy against this ancient system 
of medicine. Knowledge in history never retards 
scientific progress rather it hastens its speed, tempo 
and variety. I also feel that some basic pharmacognosy 
of Ayurveda could be profitably included in the course 
of Pharmacol while adventures in the rest of the 
Ayurveda could be made by a section of onr research 
workers in graduate departments of indigenous 
medicines, which I feel should be attached to all post 

duate institutions. And these departments should 

ran by a team work of modern pharmacologists and 
ayurvedists. Our people must learn how to work toge- 
ther. I have got an impression that our pharmaco- 
logical departments in teaching institutions have got 
much to learn from their compeers in nonteaching re- 
search organisations attached to some of our commercial 
firms. Much time of our student is wasted in memoris- 
ing the dosage of a and incompatibilities in 
mixtures. They could be taught real pharmacology and 
should be given the opportunity to see and carry out 
themselves simple pharmacological experiments. Con- 
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prvninn | the modern trends in clinical and laboratory 
resea we must admit that our training in pharma- 
cology and biochemistry need a complete reorientation. 
On looking at the excessive burden of curriculum on 
our students I wonder whether we should not start 
specialisation during the undergraduate course after a 
preliminary common course in basic matters as is the 
current practice in Engineering Colleges. Their students 


choose lines from their very 


career. y not this in the 


5. MEDICAL RELIEF AND PUBLIC HEALTH : 


Now I may be ited to make some observations 
in respect of medical relief and public health. Both 
curative medicine and preventive medicine should re- 
ceive care and attention and schemes improving both 
should be knit together wisely. The 1M.A., in matters 
of prevention of some of t communicable diseases, 
has always emphasised upon the need for timely com- 
pletion of the vaccination programmes and has repre- 
sented to the proper authorities on several occasions the 
urgent necessity of arranging safe water supply to 
minimise the incidence water borne diseases. If 
there be will and the requisite competence, the public 
health departments of the State and of the Calcutta 
Corporation should be able to stamp out many of the 
prevalent infections. A common excuse for failure is 
want of funds. The I.M.A. feels that the authorities 
should find the funds somewhere and we know the 
generosity of organisations like W.H.O. and other inter- 
national agencies could be called upon besides funds 
raised from the public. While there has been some 
progress in respect of some acute infectious conditions 
and tuberculosis, hardly any step has been taken in 
regard to the chronic devitalising diseases like chronic 
parasitic infections of the bowels which can be respon- 
sible for much of malnutrition, wasting, chronic sick- 
ness and absence from work and dejection of spirits. 
If you want to develop a vital Bengal, you must wipe 
out amaebiasis, . giardiasis and helminthiasis. These 
diseases are not sufficiently s ular to draw and 
win our attraction = pee y each one of us has 
the personal experience of the enervating effects of these 
diseases. Public health activity does not merely mean 
From every platform people « itive hea 
and yet activities to achieve this are adegaats and 
very meagre. 


De. P. K. BaNeryes 
ORGANISING SECRETARY 


Ladies and gentlemen, it is true that malaria has 
been controlled with considerable success and some good 
work is being domé in other fields like filaria, leprosy 
and tuberculosis but this should not provide a smoke 
screen of complacency blinding us to defaults in various 
other spheres of public health. The complexities of 
factors underlying epidemics and various endemic in- 
fections make it imperative that a simultaneous attack 
on all fronts by the* Government—Central and State 
aided by the international agencies, voluntary agencies, 
the Indian Medical Association, local authorities and 
the blic, be made. 

ith regard to tuberculosis, besides B. C. G. vacci- 
nation, I would suggest systematic use of I. N. A. 
(isonicotinic acid hydrazide} for all home contacts when 
we are treating the patients in their home surroundings. 
Due to want of beds for tuberculosis patients it is not 
possible to segregate all our infective tuberculosis 
patients and something has to be done for controllin 
spread of the disease to other members. With regar 
to the B.C.G. vaccination programme I have to praise 
the good work that is being done but one is painfully 
aware that follow up work and study of Tuberculin 
conversion rates are meagre. The scope for collecting 
much valuable scientific data is being wasted. 

We have not so far made any headway in the pre- 
vention of diphtheria, enteric fever and virus diseases 
in the country. With regard to diphtheria an intensive 
immunisation programme is urgently indicated and we 
ought to have the prophylactic toxoids prepared in this 
country. With regard to virus diseases, each bacterio- 
logical laboratory of the government should be provid- 
ed with a virus unit manned by properly trained per- 
sonnel. We have been neglecting our virology for a 
long time. 

Let us not overlook the incidence of typhoid fever 
in the country. I would say there is plenty of it in the 
country. But what measures have the public health 
authorities taken in respect of its control? Practisin 
physicians have also not been doing their very essentia 
role in preventing spread of this infection. 

I would urge upon the Government to think seriously 
the question of opening zonal laboratories in different 
zones in big cities, in the towns and in various districts 
where from poor people can have their laboratory in- 
vestigations at a cheap cost. These laboratories should 
be under the guidance and assistance of the bigger and 
more equipped central laboratories in medical instita- 


tems. 
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It is common knowledge that nutrition is the basis 
of all health activities and it is also well known that 
malnutrition and undernutrition primary or 

ate rampant in the country. Insufficient food produc- 
tion, lack of availability and the high prices of essen- 
tial food commodities are at the back ground. The food 
for many of us is unwholesome. Even, rice our staple 
food obtainable at the fair price shops is not fair! It 
is dirty, full of vels and every day the housewife has 
to spend a lot of time in sorting out the healthy grains. 
The health rtments of the government and the Cor- 
poration should arrange for inspection of the rice and 
other food grains sold out from the Government shops 
and private groceries. 

Public health authorities will also have to pay their 
immediate attention to environmental hygiene. Though 
tube-wells have been sunk and resunk and masonry well 
built a large proportion of our people do not have a 
source of protected water supply to which I have al- 
ready referred and the means disposal of excreta in 
many of the towns and villages are most unsatisfactory. 
1 feel that sound sanitation programmes should be 
made and promptly given effect to. I am aware that 
our government is vexing itself over the question of 
river pollution by sewage and industrial wastes which 
curtails the utilisation of the already limited sources 
of water supply in the country in addition to causing 
serious risks to health and life. 


While industrial health service is receiving some 
attention, school health and mental health services have 
received scant attention. The I. M. A. (Calcutta 
Branch) has been focussing its interest in evolving a 
suitable programme for improvement of the School 
Health services and I hope the government will come 
forward to accept and implement some of the im- 

tant suggestions made by us. As regards the mental 
ealth services hardly any progress has been made b 
the State. We have not got any State Hospital wort 
its name where mental patients can be admitted in- 
vestigated and treated on modern lines. There is not 
a single institute for treatment of the drug addicts. 
So many lacunae in so many spheres and we call our- 
selves a Welfare State! 


A very recent development in relation to health and 
economic Welfare of the country is the Family Planning 
Campaign and we are happy to note that Family 
Planning Association of India has started some good 
work and the Central Government, it seems, has taken 
up the issues with enthusiasm. The I. M. A. has un- 

uivocally en itself in favour of family planning. 

hatever is being done, a question poses itself “can 
it be ible for India to reduce its birth rate and 
slow down its population growth quickly enough to 
facilitate greatly its economic development?” A 50 per 
cent reduction in the rate in the next twenty five years, 
if achieved, will mean material and useful reduction. 
In the matter of application of methods, one has to re- 
cognise the difficulties with the illiterate, ignorant and 
apathetic rural le. Also our culture is oriented 
towards large families and to many the very idea of 
prevention of birth is not ethically acceptable. I feel 
that the success of a family planning programme shall 
largely depend on the co-operation the masses and 
on the evolution of a cheap, harmless, easily admini- 
stered fool-proof method in place of chemical mechani- 
cal methods in current usage in the West. It is grati- 
fying to note that good research work is being carried 
out by one of our colleagues Dr. S. N. Sanyal, in the 
development of an orally effective contraceptive. 


Five year plans are the order of recent years but how 
much of these plans is implemented. It has been our 
unfortunate experience to mote that even the modest 
—— for health made in the first five year plan 

ad remained unexpended and the shortfall in expendi- 
ture of the planned provision was appreciable. The 
performance vis-a-vis the second five year plan has been 


also meagre and naturally people become impatient. 
The State should not allow lapse of funds icoaien the. 
urgent health problems unattended to. If the recom- 
mendations for the Panel of Health set up by the 
Planning Commission on the eve of the Second Five 
year plan were implemented, there would not be any 
excuse of the lack of trained personnel. 


Finally, let me turn for a moment to the 
organisation of health services and hospitals in the 
State, which leaves much to be desired. In our hospi- 
tals there is want of space, want of proper wards, want 
of proper departments and they are under-staffed. The 
administrative machinery is old though now and then 
some parts here and there are changed to adapt to 
changing circumstances. These remarks are applicable 
to all pitals, whether government or private. My 
point is either help the hospital or close it down or 
take away its management and establish a good hospital. 


Full powers are not given to able and competent 
men with high academic achievements and research 
spirit in improving and remodelling their departments. 

powers are usually in the hands of those who have 
never handled a patient for long but have seen the 
curative medical world through a spectacle of outmoded 
bookish knowledge or through the spectacle of pre- 
ventive medicine. Of medical management they know 
little and of medical research less. I do not grudge 
their handling of papers and pens but I do mind when 
they come to dominate over people who are experts 
in their Jobs. A few of the experts may have been 
lucky to be in the good books of the powers that be, 
but this is not the lot of larger numbers. I would ask 
the heads of various organisations to look into these 
points and mend the state of affairs. I would also 
ask the Government not to try to mix up teaching 
cadres with the nonteaching ones. Teachers afid re- 
search workers have to be created through a long time 
devotion and application. Overnight conversion of ail 
the departments into nonpractising ones should rot be 
attempted as many able persons will slip out and the 
institution will suffer a loss or the le will be de- 
prived of services of some experts in their domiciliary 
treatment. The Government must appreciate that pri- 
vate practice is not merely private practice but it is 
private service and the people have the right to have 
themselves treated privately by men of their choice. 
After all, by private practice one does not drain off 
the — exchange and for the part time workers 
the hours of practice can be regulated. 


RESOLUTIONS : 


The following resolutions were passed : 

1. On the death of Dr. Joseph—This Conference 
deplores the sad and untimely death of Dr. Joseph, 
PH.D., a scientific worker at the Agricultural Institute, 
Delhi, who is reported to have committed suicide under 
unbearable economic pressure and serious mental agony 
arising out of lack of facilities to change his lot. 

While recording its deep sympathy to the bereaved 
family of late Dr. Joseph, this Conference recalls this 
incident as a glaring example of administrative failure 
to properly utilise the trained personnel that are already 
available in the country resulting in wide-spread frustra- 
tion and moral set-back. 

In this connection this Conference deems it necessary 
to point out once again that though the attention of the 
State and Union Governments have repeatedly been 
drawn from this platform to the colossal wastage of 
trained medical manpower in India and particularly in 
the State of West Bengal, no concrete step for suitable 
utilisation of this precious material through proper 


planning and disbursement has yet been taken. 


This Conference urges upon all scientific workers to 
work in closer co-operation for prevention of recurrence 
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of such incident. This conference further calls upon the 
medical profession to send financial aid liberally to Dr. 
Joseph's family. 

2. On standardising the hospitals—This Conference 
notes with serious concern the delay in standardising the 
hospitals, both Government and non-Government ones, 
and especially their Out-patient’s Departments, as a re- 
sult of which there is no uniformity in the standard of 
each type of treatment one receives in the different hos- 

itals and an undue brunt of pressure with consequential 
ill-effects falls upon a few teaching institutions. 

In the opinion of this Conference, the basis for public 
criticism against hospital management being the afore- 
said defect, it is incumbent on the Government to ex- 
pedite standardisation of the hospitals on the lines of 
suggestions of I.M.A. 


3. On Employees State Insurance (medical benefit) 
cheme : 

(a) While appreciating the recent decision of ex- 
tension of the ESI Scheme to the Districts of 24 Par- 
gauas and Hooghly, this Conference feels that proper 
hospitalisation facilities as per accepted principle of the 
ESI Corporation (1 :800 each for General and T.B.) 
should be provided for both implemented and extended 
areas by constructing separate zonal hospitals. 


This Conference is of opinion that extension of the 
medical benefit to the families of insured persons be 
immediately be given effect to in the implemented areas, 
as well, to have the scheme a success. 


(b) This Conference notes with deep concern that the 
Insurance Medical practitioners are still being deprived 
of substantial amount of remuneration resulting out of 
erroneous disentitlement of insured persons from medi- 
cal benefit which has been still persisting in most of 
the disentitlement cases even after the stated revision 


of the relevant procedure in respect of disentitlement. 


This Conference while reiterating the previous reso- 
lutions strongly urges that arrangements should imme- 
diately be made for payment of capitation fees to the 
Insurance Medical Practitioners for the period of dis- 


entitlement in respect of the insured persons who are 
re-entitled on receipt of the Contribution Card and/or 
certificate of continuing employment by the Regional 
office. 


(c) In consideration of the list of minimum Medical 
and Surgical Equipment to be maintained by an Insur- 
ance Medical Practitioner in his clinic as recently circu- 
lated by the Director of Health Services, West Bengal, 
this Conference is of opinion that the list contains cer- 
tain items which are not necessary for any general medi- 
cal practitioner in their usual practice. 


This Conference thus entreats upon the authorities 

concerned to withhold enforcement of the stated list 
nding modification in consultation with the Indian 
edical Association, Bengal Provincial Branch. 


(d) In consideration of the cost of ordinary drugs 
required to be supplied by Insurance Medical Practitioner 
free of cost, had recently gone up to a great extent as 
well as the cost of establishment and living had also 
gone up to considerable extent, this Conference urges 
upon the authorities concerned (the State Government 
and the ESI Corporation) to consider the enhancement 
of capitation fees which were agreed upon on. the basis 
of the index to about 8 years back when said index 
was much lower than at present. The basis of enhance- 
ment should be calculated on the present index in com- 
parison to the past. 


4. On registration of unqualified medical practitioners 
—This Conference views with grave concern the recent 
organised move by persons not properly trained in scien- 
tific medicine to get registration under the West Bengal 
State Medical Council to practise modern scientific 
medicine and draws the attention of the authorities con- 
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cerned that such registration will be highly detrimental 
to the interest of public health and healthy growth of 
modern scientific medicine. With recent advancement 
and research, the practice of modern scientific medicine 
has become extremely delicate and depends largely upon 
the knowledge of basic sciences and as such without this 
knowledge it will not only be inefficacious but positively 
dangerous. Moreover, as the State of West Bengal is 
already surplus in registered medical practitioners, there 
is hardly any need to register persons other than those 
passed tem the Medical Colleges. ‘ 


This Conference suggests that those untrained . 
sons may suitably be absorbed as Auxiliary Health Per- 
sonnel after proper training, as there is dearth of such 
auxiliary personnel in West Bengal. 


5. On distribution of poisonous drugs—Whereas highly 
poisonous drugs such as ‘Andrex’ ‘Folidol’ ‘Rat Bomb’ 
are being distributed or sold by the Agricultural Depart- 
ment of Government of West Bengal or their agents or 
by hawkers, grocers and others, to ignorant and un- 
educated cultivators for the control of jute pests, rate, 
and the like, 


Whereas due to such indiscriminate distribution of 
these drugs, cases of suicidal, accidental or even homi- 
cidal poisoning are being reported frequently where these 
drugs are proved to have been used, as would be learnt 
from Rural Health Centres and village practitioners, 


This Conference asks the Government of West Bengal 
to take adequate steps for the supervision and control 
of distribution of these drugs and for this proper educa- 
tion of the cultivator in their handling and use, so as to 
prevent the occurrence of such cases of poisoning. 


6. On family planning—This Conference appreciates the 
move by the State Branch in sending a well-thought out 
scheme for the Family Planning to the Central Govern- 
ment through 1.M.A., Central Office and requests the 
Central office to urge upon the Government for its early 
sanction and implementation. It also requests the active 
branches of the State to take up the issue with proper 
earnestness and arrange to start at least one clinic under 
the supervision of a Branch as carly as available and 
possible. This Conference is further of the opinion that 
while the necessity of Family Planning is, in principle, 
agreed upon, the working of the scheme should be dis- 
cussed at specialists level including Demographers and 
Geneticists (from the Bugenics pomt of view) lest the 
family planning measures lead to development of an 
intellectually unbalanced society at the end of certain 
period of operation of this Scheme. 


7. This Conference recalls the resolution on phased 
nationalisation of the Health Services of the State of 
West Bengal, passed at the 18th Bengal Provincial Medi- 
cal Conference held at Banarhat, last year, and recom- 
mends to the Government of West Bengal to plan and 
implement this programme of phased nationalisation in 
such a way that the considerable number of unemployed 
and under-employed medical men of the rural and piles 
areas of West Bengal are fully utilised for the better- 
ment of health of the general population without the 
least possible delay, in order to have a check on the 
wastage of such valuable trained manpower of the State. 


This Conference further urges upon the Government 
of West Bengal to increase the percentage quota in the 
Health Budget to provide more funds to the Health 
Ministry, so that such programme of phased nationali- 
sation may be accelerated. 


8. This Conference reiterates the previous demand of 
the IL.M.A. and urges upon the Government of West 
Bengal to utilise by consultation or otherwise the good 
offices of the 1.M.A. the only representative body of the 
medical profession of India, before introducing any Bills 
relating to any Public Health and Medical Relief 
measures, and while implementing such measures after 


they are passed by the Assembly. 


| 
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BRANCH NOTES 


DELHI BRANCH —The hony. secretary, Delhi Branch, 
‘LM.A, circulates the following : 


DELHI SHOPS AND ESTABLISHMENT ACT : 

Fresh negotiations with the Pharmacists Association, 
initiated this time by the Delhi Administration, have 
resulted in a mutual understanding stated below :— — 

This understanding has been ratified by the Associa- 
tion at its Extraordinary General Meeting held on 
28th March 1960, and is circulated to the members with 
the request that they will all without exception observe 
all the provisions contained in this Pascoe agree- 
ment” in all details in an honourable manner in the 
ood name of the profession and of the Association. 

e terms mutually agreed upon are to be observed with 
effect from ist April 1960 on experimental basis for a 
period of four months on the expiry of which the matter 
will be reviewed and if the experiment proved to be an 
unqualified success to the satisfaction the Delhi Ad- 
ministration, the agreement as indicated above will be 
finalised and the Delhi Administration will recommend 
to the Government of India to grant total exemption to 
the medical profession from the Delhi Shops and Esta- 
blishment Act. Till them the enforcement of the Act 
will be kept under suspension. The decision taken by 
the Association today while unanimously ratifying the 
terms of the decision is mandatory and binding on all 
the members of the Association and reads as under : 


1. SALARY OF STAFF : 

Payment of salary to the staff should be made by the 
ist day of every month and in no case later than the 
7th of the month. 


2. Leave and other privileges for the staff: 
(i) Casual or sick leave per year with pay up to 12 
days (non-accumulative). 

(ii) Privilege leave. After the continuous service of 
12 months the compounder or employee will be entitled 
to privilege leave of 15 days per year (accumulative 
bs to a maximum of 1 month). the leave is not availed 
for 


the employees will be entitled to pay in lieu thereof 
fifteen days in the ee. 

Casual and privilege leave will not be allowed to be 
combined together. 

(iii) Medical aid, Free professional services to the 
employee, his wife and children. 

(iv) Hours of work. The working hours of the Clinic 
should be adjusted in the morning and evening session 
in such a way that they do not exceed 4 to 5 hours 
in the mornings and 4 to 3 hours in the evenings up to 
8 hours a day without jeopardising the interest of the 
patients specially in emergencies. 

(v) Weekly full holiday. Observance of one full holi- 
day in a week. 

_ (vi) National holidays. 15th August, 26th January 
and Mahatma Gandhi’s birthday to be observed as 
National Holidays. 

(vii) Religious holidays. Four holidays in a year (to 
be determined by the parties cunsaened. 

(viii) Domiciliary visits by staff. If a compounder is 
required to attend at a patients’ residence outside the 
scheduled working hours of the clinic the doctor is 
pounder for that work. 

AGRA BRANCH—World Health Day was celebrated 
on 7-4-60. Dr. T. C. Basu Chaudhary presided. Dr. P. 
N. Wahi inaugurating the function, said that malaria 
should be declared as a notifiable disease. Dr. K. S. 
Mathur gave a general view of malaria. The anti- 
malaria officer of Agra described the practical measures 
taken at Agra to eradicate malaria. A sub-committee was 
formed in the meeting to acquire land for a building 
ef the branch. 


ALIGARH BRANCH—The members of the 
a meeting (date not given) condoled the death of Dr. 
Lekhraj Singh, the founder-member of the branch by a 
suitable resolution, copy of which was also sent to the 


bereaved family. 

ANAMALLAI BRANCH—The annual general meet- 
ing of the branch was held on 23-4-60. Twelve members 
were present. There were also 5 invitees in the meet- 
ing. annual report with the statement of accounts 
for the year 1959-60 were passed. Office-bearers for 1960- 
61 were elected with Dr. N. S. Menon as president, 
Dr. M. K. R. Jayachandran as vice-president, Dr. P. 
emg Rao as hony. secretary, Dr. Padmajan 


Pillai as joint secretary, Dr. M. A. Razak as central 
council representative. Dr. M. V. 
Dr » 


D.M.O. Coimbatore gave a talk on Cortisone. y 
Mahadevan spoke on Errors in Diagnosis. Dr. K. 
Madhavan Kutty read a paper on Bl Pressure. 

BALLIA —A meeting of the branch was 
held on 7-460 with Dr. Ved Ratna in the chair, to 
celebrate the World Health Day. Dr. S. C. Banerjee, 
D.M.O.H, opened the Symposium and Dr. R. S. Singh 
and Dr. N. K. Mullick, malaria officer spoke suitably 
on the occasion. Dr. Ved Ratna closed the symposium 
by pointing out the importance of Malaria Eradication 
programme. 

BENGAL PROVINCIAL BRANCH —The annual re- 

of the Branch for 1958-59 shows varied activity 
in many spheres. Starting in 1935 with 4 bramches and 
464 members, the branches now numbered 116 and mem- 
bership stood at over 4,000. The provincial council met: 
5 times and the working committee met 9 times. 

The following committees were formed and did use- 
ful work : 

Ethical and Privileges Standing Committee ; Medical 
Education Standing Committee ; Health Services Stand- 
ing Committee ; mevolent Fund Committee; Bengal 
Medical Relief Committee; Building Standing Com- 
mittee; E. S. I. Standing Committee; Hospital Standing 
Committee; Development and Planning Standing Com- 
mittee; Life Insurance Sub-Committee; Five-Year Plan 
Committee; Doctors’ Benefit Committee; Public Health 
Committee; and the Committee to go into matters aris- 
ing from enhancement of C.F.C. and opinions expressed 
by the representatives of the Central Working Committee. 
A study group was formed to study the proposed domi- 
cilliary treatment scheme as circulated by the West 
Bengal Government. 

e following schemes were formulated: Family 
Planning, Doctors’ Benevolent, Doctors’ Benefit, Motor 
Car Insurance and Planning and development. 

Among notable events mention may be made of 

rticipation in mass vaccination and B.C.G. campaigns, 

esidency training in Canada and the I1.M.A. President’s 
visit. The Senior Vice-President of the I1.M.A. also paid 
a visit. Among distinguished foreign guests were Dr. 
Sir Harry Platt and Dr. Ernert Claxton, Chairman of 
— and Assistant Secretary respectively of the 

It was due to the efforts of the Branch that a ‘‘degree 
or diploma in dentistry issued by the State Medical 
Faculty, Bengal, if issued after 3ist December 1939” 
and “Certificates of L.M.P. or L.M.F. issued by the 
State Faculty of Medicine, West Bengal” have been 
deemed eligible for inclusion in the graduates’ con- 
stituencies election to the West Bengal Legislative 
Council. 

The following conferences and conventions were held : 
Provincial Medical Conference; three Socio Medical Con- 
ferences at Contai, Serampore and Jhargram: Branch 
Secretaries’ Conference; Sub-Divisional Medical Confer- 
ence; Round Table Conference with the Labour Direc- 
torate of the Government of West Bengal; Press Con- 
ference by Dr. C. O. Karunakaran, President, I.M.A. 


(Central); and 'C.S.I. Doctors’ Conference. 
BONGAON BRANCH —The branch offered active re- 
lief to the victims of a bus accident in that area on 
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14-4-60 by personal services as well as supplying medi- 
cines to the injured persons. 

COIMBATORE BRANCH —A meeting of the branch 
was held on 26-3-60. Highty members were present, Dr. 
D. Sundareswaran presided. At the outset the members 
condoled the death of Dr. P. Arumachalam, Director 
of Medical Services. After the official business was 
finished, Dr. K. S. Krishnan of Madurai delivered a lec- 
ture on Havelock Ellis, Sigmmnd Freud, Alfred Kinsey 
and their contribution to medicine. 

A meeting of the branch was held on 164-60. Dr. D. 
Sundareswan presided. Dr. T. V. Sivanandam was con- 

atulated for being elected a member of the Senate, 

. C. N. Santhanam for having obtained the M. 8S. 
degree, Dr. Jayakumar for having passed the M.D. and 
M.R.C.P. examinations. Nominations for the —_ 
ship and vice-presidentships of the Central 1.M.A. was 
made. Dr. T. V. Ranganathan spoke on The General 
Practitioners’ Role in Glaucoma. 

DALTONGANJ BRANCH—A meeting was held on 
29-1-60. Fifteen doctors were present. A programme for 
the Health Week celebration was chalked out. Arrange- 
ment for inviting doctors from outside for refresher 
course was settled. Dr. K. M. Nand, Dy. Superintendent, 
Sadar Hospital demonstrated a case of Diabetic Gangrene. 
Dr. P. N. Sinha of Patna gave a talk on the Chronic 
Discharge from the ears. Dr. S. A. Khan presided. 

The Health Week was inaugurated Rai Bahadur 
Bholanath Sinha. Baby show, physical feats, health 
competition, mass inoculation and vaccination, public 
utility lectures on health were conducted during the 
week. Prizes were distributed on the last day. 

The district medical conference was inaugurated by 
Rai Bahadur Thakur Bholanath Sinha. Dr. P. N. Sinha 
gave a lecture on Blindness and the role of vitamins 
in eye diseases. 

DHAKURIA BRANCH —A clinical meeting was held 
on 3-440. Dr. S. Sen spoke on “Coronary Thrombosis". 
This was followed by discussion by the members. The 
lecturer answered all questions put to him after the 
lecture. Dr. A. C. Sen Gupta thanked the speaker on 
behalf of the association. 

ERODE BRANCH —A meeting of the branch was 
held in the Government hospital, Erode. Dr. C. R. 
Thiruvengadam assisted by Drs. A. Abu Baquer, Mrs. 
Maragadavalli, demonstrated some surgical and medical 
cases, viz. (1) 2 cases of Fracture Femur treated with 
pin traction, (2) ome case of Fracture Femur treated 
with skin traction and 1 case of duodenal ulcer with 
vomiting operated on. Posterior Gastro-jejunostomy with 


vagotomy done. 

BRANCH—A meeting of the branch 
was held on 284-60. Dr. K. N. Srivastava presided. 
Thirtyfive members were present. Dr. S. Bose spoke on 
Polynenritis following anti-rabic treatment and Neuro- 
dermatitis; Dr. R. K. Singh demonstrated a case of 
Abdominal Pregnancy in which the placenta was attached 
to the greater curvature of stomach; Dr. H. N. Srivas- 
tava showed x-ray films on (1) Craniostenosis, (2) Absence 
of External Ear, (3) Hand-Schuller-Christian Syndrome, 
(4) Pituitary Tumour, (5) Paget’s Disease, (6) Jacksonian 
Epilepsy. 

The monthly meeting of the branch was held on 
31-5-60. Dr. B. C. Mukerji presided. Forty members 
were present. The members condoled the death of the 
wife of Dr. K. S. Sinha who died on 17-5-60. Dr. Mukerji 
introduced Dr. Miss N. Bhatia, daughter of Dr. M. V. 
Bhatia to the members. Dr. N. M. Seth presented a 
case of Papilloedema, Dr. S. Bose, a case of Scapulo- 
Humeral Myopathy and 2 cases of Post-Encephalitic 
Parkinsonianism; Dr. S. D. Tayal, interesting cases of 
Aneurysm of the right femoral art in a young male 
of 25; Dr. K. N. Srivastava, a case el Velvia of Pelvic 
colon (operated); Dr. B. C. Mukerji presented (1) 2 cases 
of Tleocaecal Intussusception, (2) 2 cases of Hydro- 
nephrosis due to aberrant renal vessels, (3) 1 case of 
malarial Myositis. Dr. Major J. N. wal gave a short 
talk of problems on insanity; Dr. P. C. Srivastava demon- 
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strated the following x-ray plates of the diseases of 
inal cord : (i) Caries of Cervical Spine, (2) Karly caries 

Lambars, (3) Caries of spine with Spondylolisthesis, 
(4) T.B. of Sacro-Ihac Joint, (5) Sacralisation of fifth 
L.V., (@) Vertebra Nigra, (7) Old Trauma of spine, (8) 
Hemi Vertebra, (9) Ankylosing spondylitis, (10) Block 
Vertebra, (11) Osteomalacia. 

GWALIOR BRANCH—A meeting was held on 
24-60 to mourn the death of the branch president Lt. 
Col. J. L.. Razdan and of an old member Dr. Batra. 

At a meeting on 3-4-60, the office-bearers were elect- 
ed with Dr. A. N. Mishra.as president, Dr. Sada Nand 
Saxena as vice-president, Dr. B. 8S. Kale as Hony. Secre- 
tary and Treasurer and Dr. Kamal Kishore as joint 
secretary. 

HASSAN BRANCH —A clinical meeting was held on 
28-5-60, under the presidentship of Dr. H. Abdul Aleem. 
The subject under discussion was Headache. The follow- 
ing spoke: Dr. D. L. N. Murthy, Dr. Sriramachar, Dr. 
K. N. Pillai, Dr. K. M. Varma. 

At the general body meeting held on the same day 
Dr. H. Abdul Aleem was elected president in place of 
Dr. B. N. Krishna Murthy. 

The revised rules of the Mysore Medical Association 
were put before the house for discussion and amendments 
were invited within a wee’. 

BRANCH—The branch celebrated its ist 
annual day on 10-4-60. About 30 medical men from the 
district attended the function. Dr. Chandekar presided. 
Dr. (Mrs.) L. H. Kandlikar as chairman of the Recep- 
tion Committee welcomed the guests. Dr. Bhale read 
his annual report. Dr. R. N. Chaudhary of Akola ex- 
president of Maharashtra Territorial Branch inaugurated 
the function. The scientific session was an attraction. 
Dr. M. R. Chandhary of Akola spoke on Some Surgical 
Emergencies in General Practice. Dr. 8. K. Pradhan of 
Akola spoke on Blocd Transfusions. Dr. (Mrs.) L. H. 
Kandlikar read a paper on Toxaemias in Pregnancy. 
Dr. S. S. Bindu read a paper on Some Common Frac- 
tures and Dr. V. G. Purohit read a paper on Infantile 
Feeding. Dr. Mahindrakar demonstrated a case of a 
young male who had got congenital absence of complete 
sternum bone. The ennual _ ended with Dinner. 

The annual report of the branch shows that it held 
meetings every month. Lectures and discussions on 
clinical subjects were held. 

AIGURI BRANCH scientific meeting of the 
branch was held on 22-5-60. Dr. C. C. Sanyal presided. 
Dr. M. K. Moitra read a paper on How to be a Successful 
Practitioner. 

JULLUNDER BRANCH —A meeting of the branch 
was held on 3ist January ‘60. Dr. Vidya Sagar, Medicai 
Superintendent, Mental Hospital, Amritsar, spoke on 
treatment of Hysteria. Major Sandhu was at home to 
members. 

A ag was held on 62-60 in Puri Maternity 
Hospital, Jullundur, when Dr. Beryl! Howie, of Christian 
Medical College, Ludhiana, spoke on Modern Conception 
of third stage of Labour. Dr. Savitri Puri and Dr. 
Dharam Paul were at home to members. 

A meeting was held on 28-260, when Dr. P. N. 
Chhutani of Medical College, Amritsar spoke on ‘‘Amyloi- 


A clinical meeti was held in Civil Hospital 
Jullundur on 3-460, w the following cases were pre- 
sented and discussed (i) Obstructive Jaundice, (ii) Sclero- 
derma, (iii) Ruptured Ectopic Pregnancy. 

A clinical meeting was held on 24-4-60 when Dr. K. 8. 
Grewal, orthopaedic surgeon, Medical College, Amritsar, 
spoke on Backache. Dr. Nayer was at home to 
members. 

Silver Jubilee celebration of the branch was held in 
Civil Hospital, Jullundur under the presidentship of Dr. 
Partap Singh, Civil Surgeon. 70 doctors at ied. Rai 
Bahadur Diwan Badri Dass inaugurated the session and 
invite the attention of the profession towards the need 
of making medical aid cheaper, so that the patients 
who were generally poor, could avail themselves of it. 
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He congratulated the Indian Medical Association on its 
various activities aimed at ameliorating the lot of the 
sick and the suffering humanity. Dr. Partap Singh ex- 
plained at length the constructive measures which could 
make medical aid cheaper. Dr. Ram Rakha Dhir traced 
the history of the Association and said that its strength 
was growing and its aim was to enhance the professional 
knowledge of the members by inviting eminent doctors 
to address the members. Dr. Vidya Sagar, Superinten- 
dent, Mental Hospital, Amritsar, addressed the members 
on ‘Advances in Psychiatry’, Dr. Harcharan Singh, 
Medical College, Amritsar on ‘‘Tropical Eosinophilia’’, Dr. 
Partap Singh, Civil Surgeon, Jullundur, on “Aetiology of 
Enlarged Prostate”, Dr. M. lL. Agarwal, Radiologist, 
Civil Hospital, Amritsar, on “Radiological diagnosis of 
diseases of Gastro-intestinal tract”, Major Sita Ram, Mili- 
tary Hospital, Jullundur Cantt., on “Early Clinical Mani- 
festations of Ischaemic Disease of Heart”, and Major N. 
S. Choksey, Military Hospital, Jullundur Cantt., on 
“Obstetrical Problems in daily practice’’. 

KALYANI BRANCH —A meeting of the branch was 
organised on 17-6-60 to discuss Family Planning. Dr. 
(Miss) R. Sen and Dr. A. Mitra spoke on the subject. 
Dr. 8. C. Bhattacharya Besides 1.M.A. doctors, 
this meeting was attended by local doctors. 


KANDI BRANCH —Under the joint auspices of West 
Bengal Government and the I.M.A., Kandi branch World 
Health Day was celebrated under the presidentship of 
Sri N. K. Saha, Sub-divisional Officer, Kandi, Dr. S. 
R. Das Gupta, Chief Medical Officer of Murshidabad 
attended as chief guest. An exhibition was organised. 
A public meeting and cinema show were also held. The 
meeting was addressed by Sri A. Sen Gupta, sub-divi- 
sional Publicity Officer, Dr. M. I. Dutta Roy, sub- 
divisional Health Officer, Major S. Ghosh, Secretary of 
the branch, and many other distinguished persons. Dr. 
B. P. Ghosh Hazra on behalf of the organisers thanked 
the gentlemen who attended the function. 


KANPUR BRANCH —The annual report of the branch 
for 1958-59 shows an increase in membership of 5 per 
cent, the strength being 237 on 30-09-59. There were 51 
meetings: 5 general body, 11 scientific, 12 executive 
committee, 8 social and 10 sub-committees. 

The annual day was celebrated over two days on the 

2ist and 22nd February 1959 under the aw 
respectively of Drs. S. S. Misra and C. B. Singh. 
Symposia were held and many papers were read. 
The branch took matters with appropriate authorities 
regarding sales tax on dispensing, registration of medi- 
cal practitioners with district authorities, E.S.I, scheme 
etc. The building fund of the branch was augmented 
by over Rs. 4,000 by staging a three-act drama. 


K.G.F. BRANCH—A general body meeting of the 
branch was held on 29-5-60. Eighteen members were 
present. Dr. Y. P. Vasudevan of Coimbatore was the 
chief guest. The following cases were presented: (1) A 
case of Pericarditis complicating Lobar Pneumonia 
Dr. C. Rajasekar (2) A case of multiple Hydatid Cysts 
by Dr. M. Punyamurthy. 

MADHIPURA BRANCH—An ordinary meeting of 
the branch was held on 24-11-59. Ten members were 

mt. Dr. S. K. Roy Civil Surgeon, Dr. 

. N. Das, District Health Officer, . G. M. Mitra were 

present on invitation. The members condoled the death 

of Dr. Sital Prasad Singh, Prof. of Medicine, Darbhanga 
Medical College. 

An ordinary meeting was held on 16-4-60. Eight mem- 
bers were sent. The secretary, Dr. H. N. Das read 
a re on the celebration of Behar Health Week by 
this branch. It was decided to observe the World Red 
Cross Day on 8-5-60. 

An ordinary meeting was held on 17-5-60, Dr. G. 
Prasad presiding. Elevem members were present. Dr. 
G. Prasad, ex-secreteary of the Branch was congratulat- 
ed on his election as vice-chairman of the newly 
Madhipura Town Notified Area Committee. 


_ MADRAS BRANCH —A meeting of the execu- 
tive committee of the branch was held on 15-4-60. Eleven 
members were present. It was decided to call a special 
general body meeting for nominating the president and 
3 vice-presidents of the Central Association. - Eleven new 
members were admitted. Dr. B. Rama Rao was requested 
to look into the feasibility of undertaking social work 
by the members in Shalavaram area and Dr. Ranganathan 
in the Poonamalee area. The government was requested 
to collect the telephone bill from the general practitioners 
in monthly or quarterly instalments. The mn of the 
General and the Stanley Hospitals was requested to 
permit hospital cases demonstrated in the IM.A. 
meetings. 

A special general body meeting was held on 29-4-60. 
Dr. G. Sriramalu presided. Nominations for president- 
ship and 3 vice-presidentship for the Central I.M.A. 
were made. 

A clinical meeting was held on 29-4-60. Dr. C. Satya- 
narayana, professor ENT, Madras Medical College pre- 
sided. Dr, Fritz Zollner of Frieburg University, West 
Germany could not attend due to illness. Dr. Roger 
Maspetiol of Paris College of Medicine spoke on Tympano- 
plasty. He also described indications, technique of 
operation, post-operative care of this operation. 

A tea party was arranged on 10-5-60 to felicitate 
Dr. K. R. Doraiswamy Director, Premier Radiological 
Institute and Cancer Hospital, Mylapore, on his being 
conferred the Padma Shri. Dr. G. Sriramulu, President 
of the branch welcomed the guests and congratulated 
Dr. Doraiswamy. Dr. V. Venkappa, Dr. K. C. Nambiar, 
Dr. A. M. Sivaraman and Dr. A. Pattabi also spoke. 

A meeting of the executive committee was held on 
21-5-60, Dr. G. Sriramulu presiding. After routine matter, 
Dr. K. C. Nambiar spoke about the difficulties medical 
men would face in view of the select committee’s re- 
commendations on the Accommodation and Rent Control 
Bill. After discussion a sub-committee with power to co- 
opt was formed to go into the question. 


MEERUT BRANCH—A general meeting of the branch 
was held on 13-3-60. Thirty one members were present. 
Dr. A. S. Maheswari presided. A sub-committee was 
formed for arranging a symposium. Dr. H. S. Trehen 
ee on acute and chronic Sore Throat. After narrating 
the anatomy and physiology of the parts in detail, he 
discussed the pathological conditions and treatment. He 
also discussed, chronic tonsillitis, chronic pharyngitis, 
malignant diseases affecting the tonsils, Quinsy, also the 
causes and management of Epistaxis. 

A general meeting was held on 7-460. Dr. J. R. 
Caroli presided. Sixteen members were sent. In 
observance of the World Health Day, Dr. J. L. Caroli 
spoke about the history of Malaria Control since the 
construction of Panama Canal; Dr. B. B. Sharma, anti- 
malaria officer discussed the present scheme of malaria 
eradication; Dr. R. S. Batra discussed the feasibility of 
the scheme and enumerated the types of mosquitoes not 
affected by D.D.T.; Dr. K. L. Chopra discussed, “Is 
eradication of Malaria possible’; Dr. D. Bhutt district 
medical officer stressed on the co-operation of the people 
in this project. 

General meeting was held on 15-460. Dr. A. S. 
Maheshwari presided. Twentysix members were present. 
Dr. M. Mani, Radiologist, Kodak Ltd. spoke on Special 
Observations on Radiology. Members doing radiology 
work took great interest in Dr. Mani’s speech. 

SHOLAPUR BRANCH —The General Body meeting of 
the Sholapur Branch was held on 2-3-60 and the following 
resolution was passed. 

“The Indian Medical Association of the Sholapur 
Branch offers hearty congratulations to Dr. V. R. 
Khanolkar, Director of the Pathological Laboratory of 
the Tata Memorial Hospital, >. on his appoint- 
ment as Vice-Chancellor of the Bombay University and 
also thanks the Government of Bombay on the singular 
honour conferred on one of the distinguished members 
of the medical profession for the first time.” 
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Anaesthetists’ 


Choice 


The science of Anaesthesia today has 
at its command a wealth of specialised 
apparatus, undreamt of by the early 
pioneers of surgery. Indian Oxygen Is 
proud of its services to the medical 
profession in India, in making available 
a comprehensive range of modern 
anaesthetic apparatus and medical gases. 
The Boyle apparatus illustrated, for 
hospital use, is conveniently mounted 
on a table with ball-bearing castors for 
easy mobility; now assembled in India 
to the same high standards as in the 
United Kingdom, this apparatus ts 
normally available from stock. 


INDIAN OXYGEN || LIMITED 
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certain control of DIA ARHOEAS 


e ANTI INFECTIVE 
® ANTI ALLERGIC 
ADSORBENT 


ABORATO} 


One dose at night 
gives 24 hours immunity 
from allergy 


In all cases of allergy prescribe ‘ANCOLAN’. Its active 

. Constituent, meclozine hydrochloride B.P.C., is an 
anti-histamine of low toxicity and 24-hour action, 3 
Only with ‘ANCOLAN’ will one dose give 

24 hours’ protection, 


Adults ; two tablets at night 
_ Children : one tablet at night 
Pack a 
Tablets (scored) containing 25 mg. 
Cartons of 30 and 500. 


‘ANCOLAN’ 


Trade Mark 


60H) in India by : 
BRITISH HOUSES (INDIA) PRIVATE LIMITED 


§ Post Box 1341, Bombay-1. Branches at: Calcutta - Delhi - Madras” 
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Introducing..... 
SALIPYRENE PYRAMINE 
TABLETS INJECTION ( Antihistamine ) 


For the quick and efficacious relief from Nasal 
stuffiness, bronchial congestion associated with 


Available for paranteral therapy in various 
allergic manifestations : 


common cold, sinusitis, hay-fever, vasomotor E 
rhinitis and the after-effects of respiratory ach ml. contains : 

infections Methapyrilene Fumerate mg. 

contains : Chliorocresol B.P. OL1% 

at Benzyl Alcohol B.P. 2% 

ydrochloride U.S.P. .. mg. Available in the ie. 

Methapyrilene Fumarate. 25 mg. 6, 25 and 50 

Salicylamide. ad .. O4@. poules. 

Caffeine B.P. . 25 mg. ALSO AVAILABLE IN THE FORMS ] 

Available in the packings of: OF: 

20, 100, 500 & 1000 Tablets Tablets and Liquid Oral. , 

] 


Detailed particulars on request from: 
USAN LABORATORIES PRIVATE LIMITED. 


AMIN VILLA 
13, DATTATRAY ROAD, SANTACRUZ WEST, BOMBAY - 54. 


A MENSTRUAL REGULATOR | 


EFFEC IVE UTERIN 


RGACAP 


(MERCURY) 


A SAFEST PRESCRIPTION 
for 


Irregular Periods due to 
Constitutional Reasons. 


Amenorrhea 


Dysmenorrhea 
Menorrhagia 
Metrorrhagia 
Postpartum Bleeding 4 
t h ith selected 
oget ecte delivery of child. 
DOSAGE: | to 2 Capsules 3 
or 4 times dally, MERCURY PHARMACEUTICAL INDUSTRIES 


Calcutta Stockists: M/s. # CO., A-106/71, Canning Street, Caleutta-t. 
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FER-CALZA 


OF IMMENSE VALUE IN PREGNANCY 
AND LACTATION 


Each tablet represents : 
Calcium Gluconate B.P...........-. 


Ferrous Gluconate U.S.P. .........- 
Cobalt Gluconate 


Vitamin D2 B.P.......... 
Folic Acid B.P....... 
INDICATIONS : 

Fer-Calza is of immense value in conditions 
such as pregnancy, during lactation, growth 
period, rickets, osteomalacia, microcytic and 
macrocytic anaemias, during convalescence etc. 
Dose: 2 tablets twice or thrice a day or as ‘ 
advised by the Physician. 

Packing: In bottles of 50, 100 and 500 tablets. 


THE SANITEX CHEMICAL INDUSTRIES LTD., 
Industrial Road, Baroda 3. 


CAPYNA 


(Rudanti compound Tabiets) 


seer 


FAS 


DOSAGE: = 
To start with 2 tablets t. d. s. (children: ! tablet 
t. d. s.) for | week then 2 tablets q.d.s. till 
response is complete. Then 2 tablets ¢. d. s. for 
another 3 months. The drug may then be 
gradually withdrawn but patient must 
be kept under observation for possible 


____4NDICATIONs: 
Pulmonary tuberculosis, pleurisy, tuberculosis 


| 


In early stages, mild cases and as maintenance we recommend 
CAPYNA Plain 324 mg. (5 gr.) of carefully selected and specially processed 
Rudanti (Capparis mooni) per tablet. 


THE HIMALAYA DRUG CO., 251, Dr. D. Naoroji Road, BOMBAY 1 (India) 
Makers of the World's Pioneer KauvoYyca Hypotensive 


it 
da 
: 
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; 
ali 
of and abdomen, tubercular 
lymphadenopathy and icers. Surgical 
tuberculosis, primary and post primary ‘ 
tuberculosis, transient and persistent bronchial 
spasms and cough, and pimples 
2 
DOSAGE: Adults 2-3 tablets t. d. s. Children: |-2 tablets t. d. s. 
a Descriptive literature and somples on request. ; 
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YNERMYCIN offe 
Enhanced potency 
Wider antimicrobial range e 


Supply: Capevies — 260 mg. ; 
botties of 8, 16 and 100 
| 
Trademark of Chas. Pfirer & Inc. 


PFIZER EASTERN CORPORATION 


New York, Panama & Brussels 


| rt Exclusive Distributors in India: 


1} DUMEX PRIVATE LIMITED 
Pfizer) Science for the world’s well-being 


+4 
i 

triacetyloleandomycin tetracycline 

| | 
ai 
4 
A 
at 


July 16, 1666 


Pepem .. 


Diastase ges 
Choline Dihydrogen Citrate 
di-Methionine ... 
Inositol 
Ext. Nuc. Vom. Sice. ... 
Pulv. Ginger... 


Pulv. Cardamom, * 16 mg. 


SMITH STANISTREET & GO., LTD. 


Head office, Factory and Laboratories : 
18, Convent Road, Calcutta. 14 


Each tablet contsins 
97 mg. 
130 mg. 
i 32 mg. 
65 mg. 

16 mg. 
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C.A. F. 


(CHLORAMPHENICOL USP) 
IN SEALED CAPSULES 


LEADING ANTIBIOTIC SINCE 1950 


In the treatment of : 
VARIOUS BACTERIAL INFECTIONS 
In packing of 12's, 100’s, 500’s & 


PRICE 


12's vial Rs. 3/50 
100’s packet .. Rs. 22/50 
500’s Bott 410/00 
1000’s Bott 217/50 


For order of Rs. 30/- and above free delivery 
Product of : 
CHEMUNION 
LUGANO - SWITZERLAND 


Repacked & Distributed by : — 


AMARCHAND SOBACHAND 
Post Box No, 518 

95, NYNEAPPA NAICK STREET, 

Gram: “ZAMA" MADRAS 3. _——~PPhone: 


1000's capsules 


A NOVEL APPROACH TO THE 
CHEMOTHERAPY OF 
TUBERCULOSIS 
with 


PHYTEBIN—272 


(P-oxy-m-methoxy benzaldahyde— 
isonicotinoy! hydrazone) 


A NEW NONTOXIC TUBERCULOSTATIC 
CHEMOTHERAPEUTICAL 


widely used in the USSR, East 
Germany and Australia etc. Manufactured 
and Marketted in India for the first time 


By 


Phytosynth Laboratories 
P. B. No. 65, COCHIN —2. 


Syrup Alarex 
(For Asthma) 


As an ideal combination of reputed 
indigenous antispasmodic drugs, e.g. 
Kuth, Kantikari with ephedrine, 
aminophyllin etc., SYRUP ALAREX 
offers extraordinary relief in a large 
variety of Asthmatic conditions. 


e 
For literatures apply : — 


Mendine Pharmaceutical Works, 


36/B Allpore Road, Calcutta-27. 


CALCUTTA CLINICAL 
RESEARCH ASSOCIATION 


CALCUTTA 
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FIRST CLASS ~ 


The service par excellence for 
particular people! 


orn TOURIST 


The supreme comfort of jet travel 
and famous BOAC service—less 
to pay, more to enjoy! 


TAKES,GOOD CARE 
OF YOU 


BRITISH OVERSEAS AIRWAYS CORPORATION IN ASSOCIATION WITH AIR-INDIA, BAA, MEA AND QANTAS 


and arthritic diseases 
| THILOPYRIN TABLETS 


( Sugar coated yellow tablets ) 


each tablet contains : 
Pheny]-butazone BPC 125 mg. 
Amidopyrine BPC 125 mg. 


manufactured under licence from: 
DR. THILO & CO., K.G. MAINZ — GERMANY 


Sole Agents in India: 
WS THILO MODY PRIVATE LTD., 
G.P.0. Box No. 600A, BOMBAY-1 


Dependable therapy for rheumatic | 


Once Again..... 
Dr. THILO & COMPANY 


GERMANY 
AT YOUR SERVICE 


Their Well Known 
Glucose 25%, 50% 25ml. amps. 
and 


Testosterone Inj, 
In strengths of 25 mg. & 50 mg. each per mi. 


Progesterone Inj. 
In strengths of 10 mg. & 25 mg. each per mi. 
Available in: Boxes of 6, 25, 50 & 100 
ampoules of 1 ml. each. 
Manufactured Under Licence from: 
DR. THILO & CO., K.G. MAINZ — GERMANY 
Sole agents in india 


WS THILO MODY PRIVATE LTD., 
G.P.0, Box No. 600A, BOMBAY -1 
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> proved health tonic. it 
provides extra energy for 
youthful vigour and 
vitality. it builds resis- 
tance to fatigue, coughs 
and colds. For new mothers, 
for the convalescent Adcco’s 
compound builds 
Start taking sound health. 


ADCCO’Ss 
COM POUND 


A [ eoch :poonful leads to health 
ADCCO LIMITED. CALCUTTA-27 Sales Dapos : Pollock St. 


Outstanding Publications of Recent Drug Action Physicians Prefer _ 
Modern Pharmacology & Therapeutic Guide 
with Supplement (1960) of Latest Drug Informations 
By Rai Dr. A. R. Majumdar Bahadur, Prof. of Clinical 
Medicine, Medical College, Calcutta Retired. j 
Tenth Edition, Demy 1002 61 diagrams. 
‘Price, Rupees seventeen cole, Postage. extra IN 
in B.P. and U.5.P, also indigenous and Bxtra-pharma- AMOEBIC DYSENTERY 
copoeial Drugs with Compact yet Comprehensive in- ACUTE OR CHRONIC. 
ruse Action and practical applications Each tablet contains: 
The Supplement 250.00 mg; Phthalyisulphacetamide 100.00 mg; 
introduced. in BP. and by Sulphaguanidine 200 mg.; Vit. 8, mg ; 
anufacturers considered essentia ‘or n vit, 1.00 mg; Niacinamide 00 
Prastice. Price, Rs. 2.50 plus postage. 100 mg; Excipient 
SCIENTIFIC PUBLICATION CONCERN, Calcutta National Chemical Industries (P) Ltd. 
©, Square, Calsutte-13, 21, BHATTACHARYAPARA LANE, CALCUTTA- 36. 


YOUR HEALTH ; 


agazine Educ 


BY THE INDIAN MEDICAL ASSOCIATION 


WiTH care and topics of health in general. 
Presented in simple English to assist the common man 
VITAMINS, GUAIACOL & CREOSOTE, heat.” 
An unique health tonic for all ages. It is a pleasant-tasting, yy Attractive printing with profuse illustrations. 
and invigorating compound, restoring youthful energy and YOUR HEALTH is an excellent advertising medium 
is a shield against fatique, colds and coughs, rebuilding with all-India coverage 
the health of the convalescent and new mothers Post-free subscription rates (from any month) :— 
> INLAND : Rs. 8/- (1 yr. Rs. 12/- (2 yrs.) 
Available in 16 oz, Cartons. - FOREIGN : Rs. (i yr.) (2 yrs.) 
UNIVERSAL DRUG HOUSE PRIVATE LTD., SINGLE COPY 75 NAYA PAISE 
10, BRAUNFIELD ROW, CALCUTTA-27. Advertisement rates and other information from 
Gram: “ UNIDRUG ” * Phone: 45-1997 Hony. Secretary YOUR HEALTH 
23, Samavaya Mansions, Corporation Place, 
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IMPORTANT ADVANTAGES OF 


‘LANOXIN’ 


DIGOXIN 


Constant composition and stability. 


Fast and fairly complete absorption 
from gastro-intestinal tract. 


Rapid, uniform and predictable action. 
Effective both orally and parenterally. 

Elimination rapid enough to ensure 
minimal effects of overdosage, yet not 


so rapid as to make maintenance treat- 
ment difficult. 


May be used for initial digitalisation 
as well as for maintenance. 


Available in forms suitable for patients 
of all ages. . 
Packings 


Tablets (0.25 mg.): containers of 25, 
100 and 500 


Paediatric Elixir : (0.05 mg. per ml.): 
containers of 2 fi. oz. 


Ampoules of 0.5 mg. in 2 ml, (2 c.c.): 
containers of 6 

Also available 
Sterile Alcoholic Solution of Digoxin BP. 


Ampoules of 0.5 mg. in J mil. (1 ¢.c.): 
containers of 12 


Literature and prices on request 


BURROUGHS WELLCOME & CO. 
(INDIA) PRIVATE LTD. 
BOX 290, BOMBAY-I 
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15 mcg. Vitamin Bi2 
ina 
daily dose... 


(quantities of common Glevary articles 
containing 1S mcg. of Vitamin 6:2 are 
indicated below) 


Sreem Cheese 


15-18 Ibs. 


Bread 
42-18 ibs. 


Vegetables 30-60 ibs. 


C 12-15 


a potent 
oral treatment 
for all 


nutritional 
anaemias 


ration factor...is but one feature in 
the Plastules 6:2 formula. it also 
contains iron, liver, yeast and folic 
acid. It is designed to provide for 
complete and continued haemo- 
poiesis in nutritional anaemias, 
whether “borderline” or severe. 


3 Plastules Bia 
capsules 
per day 
provide: 


Dried Ferrous Sulphate 486 mg. 
Dried Yeast 144 mg. 
Folic Acid 3 mg. 
Vitamin Bi2 15 meg. 
Liver Extract derived from 10.2 Gm. 
fresh liver 


Supplied: 


Bottles of 30 and 300 capsules. 


JOHN WYETH & BROTHER LIMITED, LONDON 
(incorporated im England with Limited Liability) 

indian Branch: Steelcrete House, Dinshaw Wacha Road, Bombay ! 

* Trade Mark 
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SOVAN] 


@iIs the latest and unique effective therapy against systemic and 
local acute infective conditions without recourse to antibiotics and ‘Sulpha’ 


drugs. 
@ Has antimicrobic activity against Staph. aureus, Strepto. haemolyticus, 
Corynebacterium diphtheriae, N. gonorrhoea, N. meningitidis and Vibrio 


comma. 
@ Is prepared from an indigenous herb Sovanjon ( Sajina ). 


@ Experimental and clinical results prove its sure efficacy without any 
toxic manifestation. 


Manufactured in India by Messrs. R. V. Products, Calcutta. 


For further particulars please write to: 


ESSEM & CO., P-5,C.LT. Road (Moulali Junc.) 
CALCUTTA-14. 


FROM NAUSEA AND VOMITING IN PREGNANCY 
WITH 


KATEMESL 


CONTAINING 
PER TABLET PER AMP. OF 1 cc. 


Pyridoxine HCI. Pyridoxine HCl. 100 mg. 
Nicotinamide Thiamine Mononitrate 100 ,, 


Thiamine HCl. Benzyl! Alcohol 2 
Phenobarbital Sodium 9 Distilied water Q.S. ! cc. 


Bottle of 20, 100 and S00 Boxes of 3, 6 and 25 Ampoules. 
RELIEVES nausea and vomiting in morning sickness and hyperemesis gravidarum. 
INCREASES appetite and restores white blood cell count to normal. 
EXERTS a mild sedative effect. 

DOSE : 2 tablets daily. 1 cc. or 2 cc. daily intramuscularly. 


Particulars from: 
RAPTAKOS, BRETT & CO., PRIVATE LTD., WORLI, BOMBAY. 


Medical Association from 23, Samavaya 


fied Vol. 35, No. 2 
. 
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os Printed by Sri Tarani Kanta Basu at Sri Gouranga Press Private Ltd., 5, Chintamani Das Lane, Calcutta-0 and published ae 
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Each 100 mi. contains : 
Amino acids and peptides from 
enzymic hydrolysis of milk 
protein, liver, yeast & 


for balanced 
amino acid 
and vitamin 


TONOCARNINE \ 


base containing glycerine 


Each mi. Contains : 
Proteolysed Whole Liver 
Ext. equivalent orally to / 
300 gm. of Fresh Liver ‘ 
with all its Factors & 
Fortified with Vit. B,, PROTEOLYSED WHOLE LIVER EXTRACT 
30 mcg.and Folic Acid 7°S mg. FORTIFIED WITH VITAMIN B,, 
AND FOLIC ACID. 


Issued in 2 ml. Ampoules in Boxes of 6, 12 & 50 GT 
and in Rubber-Capped Bottles of Smi. & 
BENGAL IMMUNITY CO., LTD. 


Cover and Advertisement pages printed at the Venus Printing Works 52/7, Bepin Behari Ganguly Street, Calcutta-12. 
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